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BURNS 


@ subcommittee of the 


7 nl va ” 
MANAGE ESS* O F 
Six articles prepared by 
BRITISH ASSOCIATION OF PLASTIC SURGEONS 
Reprinted from Tur LANCET with an appendix 
These articles record the practice of surgeons who are treating 
burns every day and who see the good results cf treatment 


that is carefully planned from the start. Here is their plan, 
fully but briefly set out. 
48 pages Price 2s. 6d. (postage 4d.) 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 


Vew Revised Edition 


esgic DISORDERS IN CHILDHOOD 


AND ADOLESCENCE 


y H. 8. LE war AND, M.D., F.R.C.P., F. H. W. 
POZE R, M.D., M. .P., and W. J. TINDALL, M.D. 
Completely rewritten ~ conform with current trends in 
Endocrinology and based on the personal observation and 
treatment of patients during the last twenty years. 
367 pages 90 photographic plates 32s. 6d. net 
English Universities Press Lid., 102, Newgate-street, E.C.1 


SABILITIES 
AND HOW TO LIVE WITH THEM 
by 55 Patients 
Price 10s. 6d. net, plus 6d. postage 


* This is a book which increases understanding ; it should- be 
immensely valuable to the medical and social work professions, 
and by everyone it could be read with advantage.” 

—Review > “Mental Health. 
Adam-street, Adelphi, London, W.C.2 


Ey" 


Demy 8vo 252 pages 


The Lancet Limited, 7, 


AMPUTATIONS 


By LEON GILLIS, M.B.E., F.R.C.S. 
Senior Surgeon, Queen Mary’s (Roehampton) Hospital 


With a Foreword by Sir Harry Piatt, P.R.C.S. 


423 pages 342 illustrations 84s. net 


Wm. Heinemann Medical Books Ltd., Gt. Russell-street, W.C.1 


H K. LEWIS & co. LTD. 


MEDICAL PUBLISHERS AND BOOKSELLERS 
MEDICAL AND SCIENTIFIC 
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*London : 136 Gower Street, W.C.1 


r[ecemiqu iS IN PHYSIOTHERAPY 
Edited by 
F. L. GREENHILL, 8.R.N., M.C.S.P., T.H.T. 
Sister-in-Charge, Medical Re habilitation Unit, Royal Free 


Hospital ; Late Sister-in-Charge, Rehabilitation Unit, Hill End 
E.M.S. Hospital (St. Bartholomew’s) ; Former Member Council 
of Chartered Society of Physiotherapy. 

Assisted by 
F.R.C.P., in Rheumatism and Arthritis. 


C. B. HEALD, C.B.E., M.D., 





J. N. BARRON, F.R.C.8., in Burns and Injuries of the Hand. 
Mr. J. ©OLSON, M.C.8.P., M.A.O.T., Occupational Therapy in 
Medicine and Surgery. 

Demy 8vo Pages 222 +x 8 plates 34 figures 
12s. 6d. net, plus 7d. postage. 

Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 





Publication April \Sth 


DISEASES OF THE EAR, NOS 


E AND THROAT IN CHILDREN 


By T. G. WILSON, MB BCH LITTD FRCSI MRIA 


Ear, Nose and Throat Surgeon, Dr. Steevens’ Hospital ; Ear, 


This is believed to be the first text-book to be written on diseases 
published a book on diseases of the ear in children in 1917. 
greatly increased, and it is now timely that such subjects as congenital 


Nose and Throat Surgeon, National Children’s Hospital, Dublin. 
of the ear, nose, and throat in children, although Alexander of Vienna 


Since then our knowledge of the otolaryngological problems of childhood has 


infantile otitis media, the auditory and vocal rehabilitation of 


coteets, 
idered at more length than is possible in text-books dealing with 


d and c 





deaf children, and infections of the respiratory tract should be di 
otolaryngology as a whole. 

The work is divided into six sections : 
and Nec 


The anshute is on these conditions in children. It thus stresses the t 


Diseases of the Ear, Speech Defects, Diseases of the Nose, of the Pharynx, of the Larynx and of the Head 


raining and education of deaf children. It deals adequately with the treat- 


ment of speech defects, aphasia, stammering, etc. Congenital abnormalities in each area, surgical anatomy and the special diseases are considered frcm 


the standpoint of the child. 


320 pages 146 illustrations, 6 plates 


Prospectus available 70s net 
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For infections of the eye... 


Sulfomy]* fulfils the need for a non-irritant 
sulphonamide for use in common eye infections. $ULFO { 
te > eye! 


Che new preparation is active in the 





presence of blood, pus and mucus and 

being virtually non-toxic is especially valuable 
in cases sensitive to other drugs. 

\vailable as eye drops in a 

simply operated dropper bottle or as ointment. 


*/p-sulphonamidobenzylamine propionate ) 





¢) Sulfomyl 


eye drops Trade Mark 


BAYER PRODUCTS LIMITED - NEVILLE HOUSE - KINGSTON-ON-THAMES - SURREY 
Associated export company : WINTHROP PRODUCTS LIMITED 
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The complete answer 


for macrocytic anzmias 


* ANAHAEMIN ” 


Literature and specimen packings are available on request 


THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.1 
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OXFORD MEDICAL 





PUBLICATIONS 


JUST PUBLISHED 





A NEW (THIRD) EDITION OF 


THE SUBNORMAL MIND 


by Sir CYRIL BURT, D.Sc., Hon.Litt.D., Hon.LL.D. 


Fellow of the British Academy ; Emeritus Professor of Psychology in the University of London , 
Honorary Fellow of Jesus College, Oxford 


Contents include: The Normal Mind — The Mentally Deficient — The Dull or 


Backward — The Delinquent — The Neurotic — Asthenic Neuroses — Sthenic 

Neuroses — Ascertainment and _ Incidence. Appendix: Tests of Educational 

Attainments: Scale of Intelligence Tests: Questionnaire on Neurotic Symptoms : 

Stimulus-Words for Free Association Test: Selected References — Index of 
Names — Index of Subjects. 

412 pages 20s. net 


OXFORD UNIVERSITY PRESS 
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New (3rd) Edition Now Ready 
PRACTICE OF ALLERGY 
By WARREN T. VAUGHAN, ™.D. 
THIRD EDITION REVISED BY J. HARVEY BLACK, M.D. 
rw 1164 Pages 335 Illustrations Cloth Price £7 17s. 6d. net 
New (6th) Edition Now Ready 
CARE OF THE AGED (GERIATRICS) 
By MALFORD W. THEWLIS, ™.D. 
SIXTH EDITION, REVISED AND ENLARGED 
63” = 10’ 832 Pages 155 Illustrations Cloth Price £5 12s. 6d. net 
New Book Just Ready | New Book Just Ready 
A TEXTBOOK OF NEUROLOGY __ PULMONARY DISEASES 
By H. HOUSTON MERRITT, M.D. eee, = ~~~ le 

6” x 94° 746 Pages 181 Illustrations and 128 Tables | 6” x 94” 669 Pages 195 Illustrations and 4 Plates, | in Colour 
Cloth Price 90s. net | Cloth Price £5 10s. net 
New Book Just Ready 


PRACTICAL MANAGEMENT OF DISORDERS OF THE LIVER, 
PANCREAS AND BILIARY TRACT 
By JOHN RUSSELL TWISS, M.D., F.A.C.P., and ELLIOT OPPENHEIM, W.D., F.A.C.P. 
6” x 94” 653 Pages 136 Illustrations and 7 Plates, 3 in Colour Cloth Price £5 10s. net 


New Book Just Ready 
SURGERY OF THE HEART 
By CHARLES P. BAILEY, M.D., M.Sc. (Med.), F.A.C.S. 
6” x 93° 1062 Pages 1452 Illustrations on 671 Figures and 3 Coloured Plates Cloth Price £9 net 


25 Bloomsbury Way HENRY KIMPTON London, W.C.1 


Medical Book Department of Hirschfeld Brothers Ltd. 
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more than the announcement 
of a new drug 


BIOPAR 


| (Vitamin B,, and 
intrinsic factor). 

| The beginning of a new Era in 
VITAMIN By THERAPY 


——+------ 


Effective ORAL replacement | BIO PA R TA BLE TS 


for injectable Vitamin B,, 






in ALL conditions previously 
considered amenable only to | PRICES RECENTLY REDUCED 
injected Vitamin B,,. l SUBSTANTIALLY 


HAMPDEN PARK 740 THE ARMOUR LABORATORIES 
Telegrams (ARMOUR & COMPANY LTD.) 


ARMOLAB HAMPDEN PARK, EASTBOURNE, SUSSEX 
EASTBOURNE 


write for literature 


and samples to 
















KAY LEN E-OL 
VAX ] YN ) | 
KML 4iih F Td 

(brand of colloidal kaolin B.P. and liquid paraffin) 


in the treatment of Intestinal Leacemia, 
Chronic Colitis and Spastic Constipation 


All the products of Kaylene (Chemicals) Limited are in Category 2 
or Category 4 in the Ministry of Health's Classified List, 
and are therefore prescribable on Form E.C.10. 








Samples and literature on request. 





KAYLENE (CHEMICALS) LIMITED 


WATERLOO ROAD, LONDON, N.W.2 
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Inadequate Nutrition 
in 
Elderly Patients 











Old people living on a restricted 
income often exist on an inadequate 
diet. Among the nutrients that have 
been found to be lacking in such diets 
are vitamins of the B, complex. 


Marmite yeast extract is a useful 
source of these vitamins ; it can readily 
be taken by elderly patients, who seem 
to appreciate its piquant flavour. It 
supplies riboflavin, nicotinic acid, folic 
acid, pyridoxin, pantothenic acid, biotin, 
choline, inositol and p-aminobenzoic acid. 


[ MARMITE | 


yeast extract 
1-oz. 9d., 2-oz. 1/4, 4-oz. 2/4, 8-oz. 4/-, 16-oz. 7/- 
Obtainable from ch ts and grocers 





Special terms for packs for hospitals, welfare centres and schools 
Literature on request 
THE MARMITE FOOD EXTRACT CO., LTD. 
5402 35, Seething Lane, London, E.C.3 


RYOTOL 


Chronic Discharge of the Ear 


Dy 


because 


RYOTOL is lethal to Ps. Pyocyanea, Staphylo- 
coccus aureus, Proteus vulgaris and Streptococcus 
pyogenes found in C.S.O.M. and Otitis Externa. 



















The presence of Ps. Pyocyanea has been demonstrated 
in 90% of cases of chronically discharging ears. This 
gram-negative, highly resistant organism is unaffected 
by penicillin, sulphonamides and many other bacteri- 
cides. It produces abundant pus and is therefore 
extremely troublesome. 


RYOTOL Ear ~~ > are the outcome of official clinical 
work on humans, following outstanding results obtained 
in the veterinary field. 


Formula : 
Monopheny! ether of ethylene glycol .. és -- 2.0% viv 
Phenyl mercuric Nitrate . ° oe es .. O1%Wiv 
Pheny'|-dimethy! iso- -pyrazolone S%w/¥ 


in a stabilised non-irritant base 


Samples and literature gladly forwarded on request. 





Why Surgeons 
and Physicians 
prescribe 


EMOSOL 


REGD. TRADE MARK 


THE NEW NON-GREASY 
LIQUID TREATMENT FOR HAEMORRHOIDS 
AND ALLIED CONDITIONS 





1 ‘Hemosol’ has proved highly 
successful in numerous re- 
fractory cases as well as in 
cases where excision seemed 
inevitable. 


2.‘Hemosol’ promotes healthy 
tissue formation without 
over stimulating the mucous 
membranes. 


3Penetrates sub-mucous 
tissues. Vaso - constrictive, 
decongestive, antiseptic. 


4 Contains no narcotic, anal- 
gesic or anaesthetic drugs. 
Simple, clean administration. 


INDICATIONS: 


Internal and external haemorrhoids— 
pruritus ani—anal fissure—fistula— 

haemorrhoids of pregnancy—post 
es, assists in the promotion 


ACTIVE INGREDIENTS healthy tissue formation. 


Ext. Kramer Sicc. B.P.C., 0.08 % ; Ol. Pic. B.P.C., 0.08% ; Acid. Boric 
BP., 0.21%, ; Tinct. Hamam. B.P-C., 25.00% ; Glycerol B-P., 0.94%. 


BASIC Hemosol 6 oz. —. Rectal Syringe 1/4d. 
N.H.S. PRICES : Cost per application 1 }d. 
Less than the cost of most other haemorrhoidal treatments and 
their N.F. equivalents. ‘ Hemosol’” is available on prescription 
only, and is not advertised to the public. 


SOLE DISTRIBUTORS: 


DON S. MOMAND LTD 


58 ALBANY STREET, LONDON, N.W.1! 





ACETEST CLINITEST HEMOSOL 
a test a test for 
for Ketonuria for Glycosuria | Haemorrhoids 
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Alpha tocopherol (Vitamin E) for 
CARDIOVASCULAR-RENAL DISEASES 


The VITA-E Gelucap (75 iu.) heads 





a 


The natural vitamin E avail- 





able only since 1948 must 
not be confused with the wheat germ oil 
in use before that date with its limitations 


as to potency and stability. 


The natural vitamin E of today com- 
prises a concentrate distilled from the 


oils of cottonseed, palm, soya bean, etc. 


The standard laid down by the League 
of Nations is that 1 international unit 


= 1 mgm. of d.l. alpha tocophery]l acetate. 


the list of brands approved by the 
Vitamin E Society and is that recom- 
mended by the Shute Foundation for 
Medical Research and used with such 
conspicuous success at the Shute 


Institute. 
LITERATURE ON REQUEST 


Sole Manufacturers : 


THE BIOGLAN LABORATORIES LTD. 
HERTFORD, HERTS, ENGLAND. 


Specialists in Hormones and Vitamins 












™ Nervous 


ead ” . 
wa» Exhaustion 


Practitioners often encounter patients whose ill-health is due mainly 
to emotional or neurotic disturbance. Frequently there appears to 


be no physical basis and their principal symptoms are usually undue 
nervousness, fatigue and poor appetite. 
For these mildly neurasthenic and exhausted cases ‘ BEPLETE’ Wyeth is uniquely 
appropriate. It contains Phenobarbitone and Vitamin B-complex as an appetising 


Elixir, and so provides a quieting relaxation, 
while at the same time supplying nutritional 
factors known to be essential for the energy 
requirements of nervous metabolism. 


‘Beplete’ 


Trade Mark 





*BEPLETE’ contains :— 


Phenobarbitone B.P. 4 2r.: Aneurine Hydro- 

chloride 1.5 mg.: Riboflavin 1.0 mg.: Pyri- 

doxine Hydrochloride 0.17 mg. : Nicotinamide 
B.P, 5.0 mg.: Alcohol 15%. 








John Wyeth & Brother Limited, Clifton House, Euston Road, London, N.W.1. 


or 
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THE HOUSE «) OF HEWLETT 


HEWFERRO 


Ferrous Gluconate with 
adequate dose of Vitamin B Complex 


Ferrous gluconate has a high utilisation factor and 
gastro-intestinal side effects are minimal. The 
addition of vitamin B complex enhances the effective- 
ness of the iron and further diminishes the incidence 
of gastro-intestinal disturbances. Hewferro is of 
value in all cases of iron deficiency anemia and 
particularly during pregnancy. 





Detailed literature available on request 


Cc. J. HEWLETT & SON LTD. 





Manufacturing Chemists 


KING GEORGE’S AVENUE, WATFORD, HERTS. 
Telephone : WATFORD 776! 























SANCTIONED ON N.H.S. PRESCRIPTIONS (FORM E.C.10) 


EPHAZONE 
tablets 


The rational, symptomatic remedy 


for bronchial spasm in 
ASTHMA & BRONCHITIS 


Containing in each tablet: Ephedrine } grain, Theobromine } grain, 
Phenazone 1 grain, Calcium gluconate } grain 


This preparation is not advertised to the general public. Please write for 
descriptive leaflet and sample to the manufacturers : 


EPHAZONE LTD 59 BROOK ST. LONDON WI TEL: MAYFAIR 5496 
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More effective 
than ever 


Today's new techniques empower Man with 
a far more complete knowledge of hemato- 
poiesis. Through these and many other ad- 
vances, physicians are able to diagnose and 
treat anaemias more effectively than ever 
before. The continuous research by Philips- 
Roxane in this field has resulted in their 
being one of the leading manufacturers of* 
anti-anaemia preparations. Best known among 
Philips- Roxane’s anti-anaemia preparations is 
HEPAR RA FORTE for hematopoiesis 
containing at least 5 gamma vitamin By, and 

150 gamma folic acid per ce. 

Each batch of this liver extract is clinically 

controlled as to hematopoietic response on pre- 

viously untreated cases of pernicious anaemia. 





HEPAR RA FORTE: 
a weapon of choice in the 


treatment of 


pernicious | 


mgcrocytic gestational anaemia 


macrocytic tropical 

and hypochromic anaemia after infectious diseases 
general weakness 

malnutrition 

lack of vigour ete. — 

Other anti-anaemia preparations 
produced by Philips-Roxane: 
Dohyfral By for injection 

Actimin dragees 

Actimin Special dragees 
Ferro-Actimin dragees 


Becompar 





PHILIPS-ROXANE strive for A HEALTHY WORLD 


vitamins - insulin and other nutritional preparations for man and animal - 


hormone preparations - liver extracts- veterinary medicines - radio-active isotopes - anti- 


suphar 


vaccines - pharmaceutical specialities. malaria and hygienic insecticides. 


N.V. PHILIPS-ROXANE PHARMACEUTISCH-CHEM IND. ,,DUPHAR”, 173 P.C. HOOFTSTRAAT. AMSTERDAM THE NETHERLANDS 


‘ 
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derestricted, 












= 
can then he prescribed on E.€C.10\:" 
e a 
~ . . . e F 
ACHROMYCIN As from Monday, April 4, AcHRomycIN tetracycline Lederle is de - 
TETRACYCIINE ’ * s ‘ 
) restricted—which means that doctors can prescribe it wheneve ? 
° required for private and N.H.S. patients. ACHROMYCIN is the latesy@ ™ 
€ in broad-spectrum therapy, culminating long years of Lederl@, y 
research. It is unsurpassed in its range of antibacterial effectivenes 
c surpassed in its freedom fi desirabl ions. Ig? 4 
3 . unsurpassed in its freedom from undesirable reactions. 
» important advantages include quicker absorption and diffusion i 
. body tissues and fluids, more prolonged blood levels, greater stability§ (,.,.., 
b fewer and milder side effects. In most cases, oral administration 16, bo 
- secures the high concentrations of the antibiotic in the blood thag 7,}).. 
g are all important for therapeutic success. The average adult dosq bottles 
¢ of AcHRomycin, like that of Aureomycint chlortetracycline-{ Intran 
3 from which it is derived—is 1 GRAM DAILY. — 
Achromycin means greater comfort, potency and ee 
* Regd 
’ 2 
LEDERLE LABORATORIES DIVISION (yanamid /roducls Lid) |. 
. 
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@ True broad-spectrum activity against hacterial, rickettsial, virus-like and 
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mixed infections 


Ointment 3%. Tubes'of $ oz. and 1 oz. 


Ophthalmic Ointment 1%. Six tubes of $ oz. 


@ Quicker absorption, more prolonged blood fevels 

e@ Fewer side effects, greater comfort for the patient 
@ Well tolerated over long periods : 

@ Maintains effective potency in solution for 2 weeks 
e@ Wide range of oral and parenteral dosage forms 

e At 1 Gm. daily dosage, shows true economy 

Capsules. 50 mg.—Vials of 25 and 100. 250 mg.—Vials of 

16, bottles of 100. 

Tablets. 50 mg.—Vials of 25 and 100. 250 mg.—vVials of 16, 


bottles of 100. 
Intramuscular. Vials of 100 mg. 


Intravenous. Vials of 250 mg. and 500 mg. 


* Regd. Trade-Mark 


BUSH HOUSE, ALDWYCH, LONDON, W.C.2 TEMPLE BAR 5411 


Oral Suspension. Cherry flavoured—Bottles of 1 oz, 
Pediatric Drops. Cherry flavoured—Bottles of 10 cc. 
Soluble Tablets. 50 mg. Bottles of 100. 


Spersoidst. Dispersible Powder—Jars of 36 Gm. and 75 Gm. 


i ane no room for doubt...s.turn to ACHROMYCIN 


t Trade-Mark 
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Relieves the burden 
of the 


FEMALE CLIMACTERIC 
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Potentiation of the 
NON-VIRILIZING 
Androgen 


ANDROSTANOLORE 


with a minimal dos 


: Each glossette contains 
q Methylandrostanolone ... smg. 
a Ethinyl-Oestradiol . . . o.cosmg. 






- . The side effects of oestrogen therapy 
2 are eliminated and not replaced 
by eventual virilization 


BASIC N.H.S. COST 
for 25 tablets 5/10 





ROUSSEL LABORATORIES LTD 


843 Harrow Road, London, N.W.10. LAD 3608 
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S letracyn 


BRAND OF TETRACYCLINE 


/ ie 


..enters General Practice 


The 
tetracycline, 


newest broad-spectrum antibiotic, 
which was discovered in the 
Pfizer Research Laboratories, and is avail- 
able as TETRACYN, may now be prescribed 
by all members of the medical profession. 

TETRACYN promises to be as valuable as 
Terramycin, which has become the most 
widely prescribed broad-spectrum antibiotic 
the world over. Like Terramycin, TETRACYN 


is very soluble and stable and produces 


comparable blood levels. TETRACYN has 
been used in selected cases in British hos- 
pitals since October 1954, and experience 
appears to confirm its early promise. 


TETRACYN is indicated where certain anti- 
biotics produce troublesome side reactions 
such as nausea and vomiting or prove to be 
ineffective: 


TABLETS * 
OINTMENTS * 


ORAL SUSPENSION ~° 
INJECTIONS 


WORLD’S LARGEST PRODUCER OF ANTIBIOTICS 


PFIZER LIMITED 


FOLKESTONE 


KENT 


% Trade Mark Chas. Pfizer & Co. Inc. 
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following cervical cautery 
following vaginal plastic procedures 
in routine postpartum care 


Sulphathiazole 

N'Acetylsulphanilamide 

N'Benzoylsulphanilamide 

with Urea peroxide in a highly absorptive cream base 





Ortho Pharmaceutical Limited 
High Wycombe - England 
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Oblivon is an entirely new drug with 
the unique property of diminishing 
the mental and physical accompani- 
ments of nervous tension and appre- 
hension. The indications are as wide 
as medicine itself and include the 
relaxation of the patient in labour, 
the¥calming of the elderly sleepless 
patient, safe sedation for the fretful 
child, and the day-to-day management 
of the psychoneurotic. 

There are no contra-indications to 
the use of Oblivon. 


OBLIVON 


Presentation : Sea-blue Elixir containing 250 mg. methylpentynol in 4 c.c. Capsules are also available. 


BRITISH SCHERING LIMITED, Kensington High Street, London, W.8 Tel: WeEStern 8111 
y 13 
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In wounds and burns 
from first aid to skin-grafting 











LZ? 


“a 


the potent 
antibacterial 
specifically 
for local 
application 


e ‘Furacin’ Soluble Ointment— in |-0z. tubes, and 4 and 16-02. jars 


(formerly ‘Furacin’ Soluble Dressing) 


e ‘Furacin’ Solution — in 2, 4, and 16 fl. oz. bottles 





WW 





| . 9 
e ‘Furacin’ Ear Drops — in 1 fi. oz. bottles with dropper 
(formerly ‘Furacin’ Ear Solution) 
For cost to the N.H.S., please see M. & J. list of costs dated January, 1955 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, 


Tel: BRixton 7851 
FP94* 


$.£.5 
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Effective diuretic therapy by oral administration is now made possible by MERCLORAN,. One tablet three 
times daily, equivalent to 30 mg. mercury, is usually sufficient to keep cardiac patients free from oedema. Where 
more intensive treatment is needed MERCLORAN, being well tolerated by the majority of patients, can be 
taken more often and in increased doses. The need for injection is thus frequently eliminated. 


In severe cases, it is often desirable to initiate treatment parenterally, in which case 
the chemically related compound MERCARDAN (meralluride Sodium U.S.P.) is available. 


I RA ly IN BOTTLES OF 25 AND 250 TABLETS 
ano MERCARDAN FOR PARENTERAL USE 
(CHLORMERODRIN N.N.R.) 


‘i. 
i) PARKE, DAVIS & COMPANY, LIMITED (Inc. U.S.A.) HOUNSLOW, MIDDLESEX. Telephone: Hounslow 2361 
570 
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Transvasin 


brings the esters of NICOTINIC ACID 

Ahan SALICYLIC ACID 

(Yx,.\  »AMINOBENZOIC ACID 
. AF to the focal point of 
soft-tissue rheumatism 



























The esters in Transvasin, a new 
preparation developed by Hamol 
S.A., our Swiss associates, readily 
pass the skin barrier in therapeutic 
quantities and enable an effective 
concentration of the drugs to be 
built up where they are needed. 
Transvasin not only induces vaso- 
dilation of the skin with a super- 
ficial erythema, but also brings 
about a deep hyperaemia of the 
underlying tissues. It is non- 
irritant, and can be safely used on 
delicate skins. 

It is now being widely prescribed, 
with successful clinical results. 
Since a very small quantity is 
sufficient for each application, the 
cost of treatment is extremely low. 





Salicylic acid tetrahydrofurfuryl-ester 14% 
Nicotinic acid ethyl-ester 2% 
Nicotinic acid n-hexyl-ester 2% 
p-Aminobenzoic acid ethyl-ester 2% 


, Water-miscible cream base ad 100% 
Transvasin is available in 1 oz. tubes, basic price 2/6 é 


plus 74d P.T., and is not advertised to the public. 
Samples and literature will be gladly sent on 
application. 


LLOYD-HAMOL LTD., 11 Waterloo Place, London, S.W.1 WHltehall 8654/5/6 
Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 
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MILK-ALKALI DRIP THERAPY WITHOUT DISCOMFORT 
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Gasrac Anaursis 


Superimposed gruei fractional test-meal curves o/ 
five cases of duodenal ulcer. 
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Gasrerc Amaursis 


Same patients as in Fig. 1, two days later, showing 
the striking neutralizing effect of sucking Nulacin 
tablets (3 an hour). Note the return of acidity 
when Nulacin is discontinued. 
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GASTRIC ACIDITY can now be controlled effec- 
tively, and without the inconvenience of intragastric 
milk-alkali drip therapy. This is made possible with 
the help of NULACIN. 

Before NULACIN was evolved, a continuous antacid effect could 
only be achieved under hospital conditions, and with discomfort to 
the patient. 


INDICATIONS 

NULACIN tablets are indicated whenever neutralization of the gastric 
contents is required: in active and quiescent peptic ulcer, gastritis, 
gastric hyperacidity. 

Beginning half-an-hour after food, a NULACIN tablet should be 
placed in the mouth and allowed to dissolve slowly. During the stage 
of ulcer activity, up to three tablets an hour may be required. For 
follow-up treatment, the suggested dosage is one or two tablets 
between meals. 

NULACIN tablets are not advertised to the public and have no B.P. 
equivalent. May be prescribed on E.C.10. The dispensing pack of 
25 tablets is free of Purchase Tax. (Price to pharmacists is 2/-.) Also 
available in tubes of 12. 

NULACIN tablets are prepared from ‘whole milk combined with 
dextrins and maltose, and incorporate Magnesium Trisilicate 3.5 grs. ; 
Magnesium Oxide 2.0 grs.; Calcium Carbonate 2.0 grs.; Magnesium 
Carbonate 0.5 grs.; Ol. Menth. Pip. q.s. 


BIBLIOGRAPHY: 
The Control of Gastric Acidity. Brit. Med. J., 26th July f 





1952, 180-182 

Medical Treatment of Peptic Ulcer. Med. Press, 27th 
February 1952, 195-199 

The Effect on Gastric Acidity of ‘“‘Nulacin” Tablets. 
Med. J. Aust., 28th November 1953, 823-824 

Control of Gastric Acidity by a New Way of Antacid 
Administration, J. Lab. Clin. Med., 1953, 42:955 
Further Studies on the Reduction of Gastric Acidity. 
Brit. Med. J., 23rd January 1954, 183-184 

Clinical Investigation into the Action of Antacids. 
The Practitioner July, 1954, 173:46 





NULACIN 

is available throughout 
the British 
Commonwealth, in the 
U.S.A. and many other 
countries. It is known as 
NULACTIN in Canada 
and Sweden. 


Horlicks Limited 


PHARMACEUTICAL DIVISION * SL 


OUGH * BUCKS 
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smoothing the way ahead 
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9 PARKE, DAVIS & COMPANY LIMITED (inc. U.S.A) Hounslow, Middlesex. Tel: Hounslow 236! 


1S 
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‘ a 
Through the years of childhood and beyond, MILONTIN* 
brings powerful anti-convulsant action to sufferers from 
petit-mal. Milontin has been shown to reduce considerably 
the frequency of attacks in the majority of cases and to 
completely control them in many. An associated improvement 
in both mental and physical activity is often seen. In use, 


it is rapidly absorbed, well tolerated and relatively non-toxic. 





A product of the PARKE-DAVIS Research Laboratories, 
MILONTIN is being recognised as one of the most effective 


anti-convulsants for the treatment of petit-mal epilepsy. 


for Petit-mal Epilepsy 


* Trade Mark Milontin Capsules, 0°5 g. each, in bottles of 50 and 500. 
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Tue Lancer] THE LANCET GENERAL ADVERTISER [Aprit 2, 1955 








Introducing a new Thyroid extract 


. Proloid 
<\, _ | Se 














Proloid is the purified essential metabolic stimulant 
of the thyroid gland, doubly assayed—biologically 
and chemically—to ensure uniform strength. Proloid 
is the preparation of preference in any condition 
where chemically standardized thyroid extracts are 
now employed. Proloid has the following advantages:— 


1 Uniform strength—no danger of 
fluctuating metabolic potency. 


2 Less cardiac stimulation than with 
other thyroid extracts. 


3 Standardized to meet B.P. requirements— 
prescribed in the same dosage. 


a 
p r oO | @) ’ re Further literature and samples available on request 





No Warner preparation has ever been advertised to the public 
WILLIAM R. WARNER & CO. LTD « Power Road, London, W.4. 
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Fundamentally, “ Floraquin”’ aims to acidify 
the vagina and to destroy all offending 
organisms. ‘‘Floraquin”’ is non-arsenical, 
being a skilful combination of the potent 
pcotozoacide Diodoquin* with lactose, dextrose, 
and boric acid. It not only destroys 
pathogenic organisms but also brings the 
pH of the vagina to the desirable 

level of between 3.8 and 4.4. 

Thus, a favourable environment is furnished 
for the growth of the normal protective 


bacterial flora. 


SEARLE 


Ethical Pharmaceuticals 
since 1888 


17, Manchester Street 
London, W.1. 


Telephone: Welbeck 1306. 
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The complete 

treatment for 

Vaginal Leucorrhoea 
and 


Vaginitis 





Floraquin’ 


c.o. SEARLE «co... 





















SEARLE <= 


TABLETS % 
& POWDER | 


brand of di-iodobydroxyquinoline compound 


oy. 


‘* Floraquin”’ therapy consists of insertion of 
two moistened “ Floraquin” vaginal tablets 
high in the vaginal vault night and morning, 
supplemented by “ Floraquin”” powder 
insufflation twice or thrice weekly ; treatment 
being continued through the menses. 


*‘Floraquin” Powder is supplied in 1 oz. 
bottles (2.15 gm. Diodoquin* per ounce); ° 
“* Floraquin” Tablets in boxes of 24 and in 
bottles of 400 (dispensing pack only) each 
tablet containing roo mg. Diodoquin*. 

* Diodoquin (Searle) is a non - toxic, insoluble, highly 
protozoacidal di-iodide of hydroxyquinoline. 


Literature on request. 


*TRADE MARKS 
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Each tablet contains :— 


“Merbentyl’ (diethy laminocarbethoxybicyclo- 
hexyl hydrochloride)... . cower 5 Qs 


Aluminium Hydroxide Gel ... 400 mg. 
Magnesium Oxide ie 200 mg. 
Sodium Laury! Sulphate 25 mg. 
Methylcellulose.............. —————< 1 


Bottles of 50 and 250 tablets, 





ourfold 


*‘Merbentyl’ to diminish gastro-intestinal motility 
and assure prolonged contact of the other therapeutic 
agents with the stomach and duodenum ; 


Methylcellulose to give the ulcer a protective coating 


Aluminium Hydroxide Gel and Magnesium Oxide to 
neutralize excess acid; 


Sodium Lauryl Sulphate to inhibit pepsin and lysozyme 


These ingredients in balanced combination make up 
the new and highly etfective peptic ulcer medicament. 


distributed in the United Kingdom & Eire by 
RIKER LABORATORIES LIMITED, LOUGHBOROUGH, LEICS. 
for the Wm. S. Merrell Company , London. 






KOLANTYL 
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THIS MODERN INJECTION TECHNIQUE 





*Viules’ reduce sterilization 
procedures to a minimum. 









/ 


NK 


Does away with ampoule- 
filing. 








With ‘Viules’ there is no trans- 
fer of solution to syringe. 




















‘VIULES’ contain pre-measured doses of stable, sterile injections ready 
for immediate use in any suitable cartridge syringe. They offer sim- 
plicity, speed, efficiency, accuracy and economy in every branch of 
medicine. 

Among the drugs now available are the following, in a range of 
convenient doses :— 





ADRENALINE LIVER EXTRACT NIKETHAMIDE PROGESTERONE 
ATROPINE LOBELINE PAPAVERETUM & PROCAINE PENICILLIN 
BISMUTH OXYCHLORIDE penetoonaagia a 

SMU" Ls uspension 

METHADONE PETHIDINE 

DIAMORPHINE MORPHINE ameanaaiiaee STREPTOMYCIN 
ERGOMETRINE MORPHINE & SODIUM TESTOSTERONE 
HYOSCINE ATROPINE PROCAINE & ADRENALINE VITAMIN BI2 





‘VIULES' 


single-dose injections 
in disposable cartridges 


Full details will be gladly sent on request. RID 


The Medical Department , 
BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM 
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Chlorpromazine is now being increasingly adooted in general 
practice for the management of the elderly sick or infirm patient. 
Published reports reveal that in the elderly, good results have 
been obtained in: 


1 Control of motor excitement and anxiety without clouding 
of consciousness or dulling of intellect 


2 Control of progressively painful conditions such as inoperable 
cancer, either when given alone or concurrently with simple 
analgesics 


3 Control of nausea and vomiting, and hiccoughing 
4 Anaesthetic care of the poor-risk patient. 


Detailed information on ‘Largactil’ is available and will gladly 
be supplied on request. 








SUPPLIES: Two strengths of tablets—10 mgm. 
and 25 mgm. Syrup containing 25 mgm. per 
3-6 c.c. (approx. | teaspoonful). Solutions for 
injection—0-5% in 5 c.c. ampoules; 2°5% in 
1 c.c. and 2 c.c. ampoules. 





[ arga cil 


trade 


CHLORPROMAZINE 
ab é?) fe) et. ime) tis) 3 


MANUFACTURED BY 


® 


MAY Aa BAKER LTD 





MA2642 
MMMM HM@@@TE@EEHH@@@=@_@q@EEeEqE@eEM@CE@@@E@qYq@q@AC@CHMM@q@EX@EC@E@@q@@@XX@@@qeY Aqq@E@EqHMMqMM0001tb00tb bra 


DISTRIBUTORS: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - DAGENHAM »* ESSEX 
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raywiini0"*** METH 





% brings a degree of safety hitherto unknown 
with hexamethonium therapy. 


‘ ~ 
* 
* 
o 


LESS FLUCTUATION - FEWER SIDE-EFFECTS 
FULL THERAPEUTIC RESPONSE FROM 
LOWER HEXAMETHONIUM DOSAGE 


‘* This therapy resulted in a greater number of patients 
obtaining a reduction in blood pressure than that from 
- any single drug or combination of drugs previously 
reported from this investigative center’’. 

Amer. Heart J. (1953), 46 : 754. 


Tablets each containing; | mg. of ‘RAUWILOID’ brand 
alkaloid hydrochlorides of Rauwolfia serpentina. 


250 mg. of hexamethonium chloride dihydrate. 


Bottles of 100 and 500 tablets. 


RI R RIKER LABORATORIES LIMITED 
. Registered Users of the Trade Mark “*RAUWILO/ D° 























LOUGHBOROUGH LEIcs. 
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MALE HORMONE THERAPY OF CHOICE 


Perandren 


Testosterone and derivatives 








‘Linguets’ 


methyl testosterone 


SPECIALLY FORMULATED AND 
DESIGNED FOR ECONOMICAL AND EFFECTIVE 


SUBLINGUAL ADMINISTRATION 


‘Crystules’ 


testosterone isobutyrate « 


A SINGLE INTRAMUSCULAR INJECTION 
REQUIRING NO SPECIAL TECHNIQUE 
ENSURES ADEQUATE MAINTENANCE FOR SEVERAL WEEKS 


. 


Ampoules + Ointment and Cream «- Implants 


CIBA 


*Perandren’, ‘Linguets’ and ‘Crystules’ are trade marks. 
CIBA LABORATORIES LIMITED + HORSHAM °-: SUSSEX 
Telephone: Horsham 1234 Telegrams: Cibalabs, Horsham. 
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DROMORAN 


‘Roche’ 





MORPHINE 


EFFECTIVE TIME 
4-6 HOURS 


EFFECTIVE TIME 
6-8 HOURS 





A 
PACKINGS 
Tablets ; 1-5 mg. in packings 
of 20 and 200. 
Ampoules : 2 mg. in I c.c. in 
packings of 6 and 50. 


ROCHE PRODUCTS LIMITED - 15 MANCHESTER SQUARE - LONDON - W.1 
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The reasonable alternative to diamorphine 


for suppression of 


severe 
cough 


*‘PHYSEPTONE’ LINCTUS is comparable in effectiveness to diamorphine linctus 


as a suppressant of unproductive cough. Furthermore, it is free from the drawbacks 





of the latter—it carries negligible risk of addiction, does not constipate and seldom 
causes other side-reactions. 

*‘PHYSEPTONE’ LINCTUS has a direct suppressive action on the cough reflex. 
It is especially valuable in such conditions as bronchiectasis, pertussis, post-influenzal 
tracheitis, chronic passive pulmonary congestion and pulmonary tuberculosis. 
‘PHYSEPTONE’ LINCTUS contains 2 mgm. of methadone hydrochloride in each 
fluid drachm (the recommended adult dose). For children it should be diluted with 
simple syrup in the proportion of one part linctus and seven parts syrup—one to two 
teaspoonfuls (0°25—0°5 mgm.) of this diluted linctus to be given according to the age 
of the child. 


‘PHYSEPTONE’ LINCTUS 


aval BURROUGHS WELLCOME & CO. tue weucome rounoarion iro. LONDON 








Tue Lancer] THE LANCET GENERAL ADVERTISER 


[Aprit 2, 1955 








As you can imagine, the accident pictured here 
resulted in severe haemorrhage, shock and multiple fractures. 
The immediate need was for blood volume restoration .. . 


just one more occasion when INTRADEX saved the day. 


This blood volume restorer can be given at once without 
awaiting cross-matching—no risk of incompatibility. INTRADEX 
is retained in the circulation long enough to counter 

the shock crisis, being ultimately fully eliminated. 


Asa blood volume restorer INTRADEX is a complete replacement 
for plasma. It is also given in emergency cases ultimately 
needing whole blood. It is sterile, non-pyrogenic and non-toxic. 


@) INTRADEX 


BLOOD VOLUME RESTORER 


6% solution of DEXTRAN in normal saline ; also in ‘salt free’ form. 540 cc. bottles. 


GLAXO LABORATORIES LIMITED, GREENFORD, MIDDLESEX BYRON 3434 
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THE DOCTOR, HIS PATIENT, AND THE 
ILLNESS * 


MICHAEL BALINT 
M.D. Budapest, Ph.D. Berlin, M.Sc. Manc., L.R.C.P.E. 
PSYCHIATRIST, THE TAVISTOCK CLINIC, LONDON 


For some years now we have organised research 
seminars in the Tavistock Clinic to study psychological 
implications in general medical practice. In one of these 
seminars the first topic discussed was the drugs usually 
prescribed by the practitioner. Very soon the discussion 
revealed—certainly not for the first time in the history 
of medicine—that by far the most frequently used drug 
in general practice was .the doctor himself. It was 
not only the medicine in the bottle, or the pills in 
the box, that mattered, but the way the doctor gave 
them to his patient—in fact the whole atmosphere in 
which the drug was given and taken. 

Unfortunately we soon discovered that as yet this 
important drug has no pharmacology. No textbook 
advises the doctor as to the dosage in which he should 
prescribe himself, in what form, and how frequently. 
Nor is there any literature on the hazards of this kind 
of medication, on the allergic responses encountered, or 
on the undesirable side-effects. The reassuring statement 
is often made that experience and common sense will 
help the doctor to acquire the necessary skill in prescribing 
himself. But this is very different from the very careful 
and detailed instructions with which every new drug is 
nowadays introduced into practice. 

We decided forthwith that one of the tasks of our 
research should be to start devising this new pharma- 
cology. 

The importance of a study of this kind is perhaps 
greater nowadays than ever before. Particularly through 
urbanisation, a great number of people have lost their 
roots and connections, and the large families with their 
complex and intimate interrelations are tending to 
disappear. The individual thus becomes more and more 
solitary, even lonely. If in trouble, he has hardly anyone 
to go to for advice, consolation, or even an opportunity 
to pour out his heart. He is more and more thrown 
back on himself. We know that in quite a number of 
people, perhaps in all of us, any mental or emotional 
stress or strain is either accompanied by, or tantamount 
to, some bodily sensations. In such troubled states, one 
of the possible outlets is to drop in on one’s doctor and 
complain. (I have deliberately left the verb without 
an object because in these initial stages we do not know 
which is the more important of the two—the act of 
complaining itself or the »articular complaints.) It is 
here that the doctor’s attitude becomes decisive. 

As a basis for discussion of the unexpected consequences 
of the doctor’s response to his patient’s complaints I 
shall quote an example recently reported at one of 
our seminars. 

* * * 

The patient was a well-dressed and well-spoken, but 
very unhappy-looking, married woman of 38, complaining 
of aches and pains between the shoulder-blades. Although 
she had been on the doctor’s list for many years the 
doctor had seen her only twice before, when she had 
come complaining about some insect bites. A physical 
examination revealed nothing except an almost certainly 
insignificant nodule in her thyroid gland. As the husband 
was not on the doctor’s list, the doctor half casually 
asked her if she lived with her husband, to which she 
answered ‘‘ Yes,” and continued that they had no 
children although they had been married for fourteen 
years and now they did not bother about it any more, 


. From the chairman’s address to the Medical Section of the 
British Psychological Society on Jan. 26, 1955. 
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The doctor then asked if she was happy with her husband 
otherwise, to which she replied, ‘‘ Unfortunately not ”’ ; 
they had had nothing to do with each other for the 
past five years, and that “‘ his affections went elsewhere.”’ 
All this was said quite dispassionately and calmly. The 
doctor then asked if her affections had gone elsewhere 
too. She became rather hesitant, but finally said ‘‘ No.” 
Here the doctor stopped, and gave the patient some 
aspirin preparation—enough for about a week—telling 
her to come back if she did not feel better. He entered 
on his card a provisional non-committal diagnosis of 
? fibrositis. He thought that by his questions and human 
approach he had possibly opened the door, and that the 
patient would come back to him in a few days and 
would then be able to talk more freely and openly about 
her real troubles. 

A whole host of questions arise here. Perhaps the 
first should be, was the doctor medically justified in 
probing into the patient’s hitherto private misery ? 
Would it not have been wiser to be less inquisitive ? 
After all, the woman was working, was coping with her 
misery, although possibly at the cost of considerable 
mental strain and of some physical pain. Perhaps what 
she wanted from the doctor was only some relief for her 
pains. Or if, as a sexually unsatisfied woman, she 
unconsciously sought some satisfaction from being 
undressed and touched by a male doctor, would it not 
have been best to accept this and to stop there ? 

On the other hand it might be argued that the slight 
pain in the back was the first sign of her defences 
cracking—a sign not to be treated lightly. This idea is 
familiar to every doctor ; a slight cough (e.g., in a young 
pregnant woman) may be just a slight cough, but it 
may also be the first sign of a tuberculous process. It 
certainly calls for a proper examination. The same is 
true in our case; slight and uncertain physical com- 
plaints in an unhappy woman may be of considerable 
importance and must be taken seriously. 

7. * * 


But, if the doctor was justified in asking his questions, 
was his technique correct ? When examining the woman 
he came to the conclusion that he ought to probe further ; 
and the information he obtained proves that his assump- 
tion was well founded. But was he right to probe further 
at that moment? This problem—the problem of when 
to start—is but little known to the specialist ; for when 
the patient arrives at a hospital or at a Harley Street 
consulting-room, he has got miles beyond this point. 
But it is of great importance for the general practitioner, 
cropping up almost every day. 

In every illness there are periods when what the 
patient needs most is to be left in peace—not to be 
stirred up, even by sympathetic interest. And there 
are other periods when any help is desirable even if it 
means facing fairly severe strain or accepting pain. The 
general practitioner has to decide what the patient’s 
requirements really are. He has to decide at his own 
peril and at that of his patient. For his solution of the 
problem of ‘‘ when to start ’’ has important consequences 
for the further development of the illness. 

* + + 

Let us assume that in our case the doctor’s probing 
was timely—that he started at the right moment. We 
have now to inquire further whether he ought to have 
stopped when the patient first showed some signs of 
emotion. Was he really opening the door, as he hoped ; 
or was he, on the contrary, frightening the patient into 
further repression ? In this case he could count on the 
strained home situation as his therapeutic ally: if his 
assessment was right, the home situation must remain 
unresolved, causing increasing tension in the woman, 
which would in due course bring her back to the doctor. 
But, even so, some other approach might have saved 
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her unnecessary suffering. We must also ask what will 
be the effect of the doctor’s question about her affections 
having gone elsewhere ? Will she be helped to arrive 
at a sensible solution of this most important problem of 
her emotional life, or will she be frightened into a 
snap decision ? 

But, having said all this, we must recognise that the 
doctor had to act in some way or other. The patient 
was there waiting for help ; the waiting-room was there 
too, filled probably with further patients; and he had 
to decide on the spur of the moment whether to ask his 
questions or not to ask them. 

As we know, he decided to ask some questions, and 
to stop at the first sign that he had touched on a tender 
spot. Had he been a specialist, working either in a 
hospital outpatient department or in his private rooms, 
he might never have learnt to what far-reaching con- 
sequences his examination led. The general practitioner 
is in a different position, both more and less enviable. 
His practice is such that a follow-up is almost automatic : 
sooner or later he learns the consequences of prescribing 
himself. Sometimes the information comes in a short 
notice from the executive council asking him to forward 
the patient’s medical notes to another practitioner. 
Our doctor may give a sigh of relief, but he cannot 
escape realising that the drug—himself—did not work 
as intended. 

In our case nothing happened for more than six weeks. 
Then out of the blue the doctor of the factory where 
the woman works rang up our practitioner. He reported 
that the woman complained to him of her strained family 
life and asked for help. The factory doctor suggested 
bromide medication and asked our practitioner to let 
her have it on the N.H.S. Our doctor, quite rightly, 
told his colleague that in the case of this patient there 
was more than bromide could help ; that he was always 
there if the patient wanted to see him; and that he 
did not mind at all trying first with bromides. In spite 
of his accommodating attitude the patient had not 
turned up yet. The doctor concluded his report to our 
seminar by admitting that apparently he had made a 
serious mistake. 

We cannot but agree with this conclusion, although it 
is somewhat hard on the doctor. After all, he did not 
do anything against the medical textbooks. He examined 
his patient carefully and conscientiously, as he was 
taught to do, and his few questions were well within 
the limits of what is called ‘‘ medical history taking.”’ 
What he asked amounted to hardly more than an inquiry 
whether the patient lived with her husband, had any 
children, and had a proper adult sexual life. Nowadays 
questions of this kind are fairly well tolerated both by 
doctors and by their patients. Consequently it is not 
the questions themselves that constitute the serious 
mistake admitted by the doctor. It was the way he 
put his questions, especially the way he took the patient 
unawares. Before the woman knew where she was, she 
was faced with the highly unpleasant fact that she had 
given herself away, that a stranger—her N.H.S. doctor 
had got unnoticed under her defences. The doctor made 
a mistake in showing to his patient too early that he 
knew too much ‘winwtered himself in a too heavy 
dosage. This klv admitted, let us see now 
what else happe:. uldition to the mistake. The 
patient, it is true, was frightened away to another 
doctor; but when arriving there she did not complain 
any more of aches and pains. Instead she complained of 
her strained marital life. 


* * * 


In our seminars we developed a theory to explain 
this and similar histories. As it may sound rather 
unorthodox, let me introduce it gradually. 

When this patient was examined, the doctor found 
four possible illnesses—two physical and two psycho- 
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logical. There was the nodule in her thyroid gland, which 
could have served as a pointer. The doctor, however, 
dismissed it as irrelevant, probably correctly. There 
were then the rheumatic pains in the back. The doctor 
searched carefully for confirmatory physical signs, and, 
although he found none, he still prescribed some medicine 
for the pains. That is, he took notice of them, but his 
whole behaviour was meant to impress the patient not 
to take them too seriously. Then there was the depression, 
which the doctor noticed correctly but which he assumed 
to be a reaction to the unhappy marriage—a kind of 
secondary symptom. And lastly there was the marriage 
itself. So at least four illnesses were ‘‘ proposed by the 
patient’: a slight hypertrophy of the thyroid gland, 
muscular rheumatism, depression, and chronic sexual 
frustration causing unhappiness. 

A great number of patients, in the initial stages of 
their becoming ill—i.e., before they settle down to a 
definite illness—offer or propose a variety of illnesses to 
the doctor. The variety available to any one person is 
limited by his constitution, upbringing, social position, 
conscious or unconscious fears, and conceptions of illness. 
Still, despite these limitations, there are almost always 
several offers or propositions. Perhaps the most impor- 
tant side-effect of the drug “‘ doctor ’’ is his response to 
the patient’s offer. In this case the doctor did not 
respond at all to the thyroid hypertrophy, made light 
of the rheumatism, decided that the depression was 
symptomatic only, but emphasised the importance of 
the frustrated and unhappy marital life. The patient 
rejected him but accepted his response as correct. Was 
this a desirable development ? In other words: has the 
prospect of therapy become better or worse thereby ? 

My next question is, what were the factors that 
determined the doctor’s response ? Mark you, the doctor’s 
reaction to any offer of an illness is very complex ; and 
when we examined this response we found that much 
of it depended on what might be called his “ apostolic 
function.” By this we meant that every doctor has a 
set of fairly firm beliefs as to which illnesses are accept- 
able and which are not ; how much pain, suffering, fears, 
and deprivations a patient should tolerate, and when he 
has the right to ask for help or relief ; how much nuisance 
the patient is allowed to make of himself, and to whom ; 
&e., &e. These beliefs are hardly ever stated explicitly 
but are nevertheless very strong. They compel the 
doctor to do his best to convert all his patients to accept 
his own standards and to be ill and to get well according 
to them. 

The effect of the apostolic function on the ways the 
doctor can administer himself to his patients is funda- 
mental. This effect amounts always to a restriction of 
the doctor’s freedom: certain ways and forms simply 
do not exist for him, or if they do exist, somehow they 
do not come off well and therefore are habitually avoided. 
This kind of limitation in the way he can use himself 
is determined chiefly by the doctor’s personality, training, 
ways of thinking, and so on, and consequently has little 
to do with the actual demands of the case. So it comes 
about that in certain aspects it is not the patient’s actual 
needs, requirements, and interests that determine the 
doctor’s response to the illnesses proposed to him, but 
the doctor’s idiosyncrasies. The ultimate development 

-i.e., Whether the patient gets cured or settles down to 
one of the illnesses proposed by him, and to which— 
represents a compromise between the patient’s proposi- 
tions and the doctor’s responses. Obviously the weight 
of the contributions of the two partners varies from case 
to case, and even in the same case may vary in the 
different phases of the illness. One of the periods when 
the doctor’s contributions are most important is the 
initial stage of a patient’s becoming ill—-what I eall the 
“unorganised ’’ period. .The woman whose case we are 
discussing is just in that period, and, as we have learnt 
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from the case-history, a few questions had unexpected 
and far-reaching consequences. One may wonder what 
would have happened if the doctor had accepted the 
rheumatism and sent his patient for physiotherapy. 

* * * 

The doctor’s contribution—his apostolic function—has 
many complex sources and many aspects. Most of them 
are, so to speak, private; they are expressions of the 
doctor’s individuality ; and though their importance is 
obvious, I shall say nothing more about them. Instead 
I wish to say something about the public aspects of the 
doctor’s apostolic function: By this I mean an almost 
compulsory way of responding to a patient’s propositions 
—a way imposed upon the doctor by his training. 

The case-history we are discussing illustrates how 
automatic the doctor’s responses usually are. The first 
doctor, although he immediately noticed the pathetic 
unhappiness of his patient, made a very careful physical 
examination, to the extent of discovering an almost 
certainly harmless nodule in the thyroid, noted down on 
his card the results of his physical examination and his 
very likely irrelevant diagnosis, and prescribed then 
some aspirin against an illness which he himself queried. 
All the time he was fully aware of the depression and 
unhappiness glaring at him, but all these ‘* psychological 
symptoms’”’ remained for him beyond the professional pale. 

If, instead of having a depressed mien, the patient 
had been pale, with anzemic lips and mucous membranes, 
the doctor’s response would have been—again quite 
automatically—absolutely different. Perhaps he would 
have doné a hemoglobin estimation on the spot and 
then arranged a blood-count. Certainly he would not 
have hesitated to ask a host of detailed questions about 
possible sources of blood-loss, such as menorrhagia, 
hemorrhoids, cough, and vomiting. Not only would 
he be quite confident in asking this kind of question, 
but his patient would also find them quite natural and 
would probably not object to a vaginal or rectal exami- 
nation if her symptoms pointed to the need. 

Thus it appears that doctor and patient are joined by 
a tacit understanding that any examination of the body 
should be tolerated if the doctor thinks it necessary. 
The patient is indeed already conditioned as to what 
kind of reception he (or she) may expect ; and what other- 
wise would constitute a serious violation of modesty is 
acceptable to, or even demanded by, the general public 
if it is done for medical purposes. History shows, 
however, that this attitude is fairly young, possibly 
fifty to sixty years old, and that it is the result of the 
apostolic function of a few generations of physicians. 

With most doctors and patients the situation is utterly 
different with regard to any psychological examination. 
As in the case discussed, the doctor is more hesitant, 
the patient reacts to the examination more openly with 
emotions, and in turn the doctor is more easily put off. 
If the doctor had made the standard request to his 
patient to strip to the waist, and the patient had shown 
emotion or reluctance, the doctor would hardly have 
regarded this as sufficient reason for discontinuing his 
examination. But the difference between examining the 
body and examining the mind is quite general ; it is the 
heritage of centuries of medical thinking and of our own 
training; and, consequently, it is not easily changed. 
On the other hand change is not at all impossible. During 
the few years of our research seminars most of the general 
practitioners taking part have acquired in their areas 
the reputation of minor psychotherapists. Almost all 
of them have been approached by patients, not always 
on their lists, who have explicitly asked them to discuss 
their psychological problems-—-which means that they 
were not only willing to undergo, but demanded, a 
psychological examination. This is further proof of the 
efficacy and speedy action of the apostolic function. 


* * cod 





After this diversion, let us return to our case. As you 
remember, the patient proposed four different illnesses 
to her doctor. Has she got four different diseases, 
independent of one another ? Or is one the consequence 
or the symptom of the others? If so, wiich is the real 
cause ? Further, if it is impracticable to cure the deepest 
cause, where is the best prospect for any real therapy ? 

For instance, was she a genuine depressive, whose 
constant dark mood and repressed ambivalent hostility 
the husband could not stand, with the result that in 
time “his affections went elsewhere’’? Or was she a 
fairly average woman who unfortunately married a 
basically unfaithful husband? If so, her unhappiness 
might be the expression of her insoluble ambivalent love, 
which possibly has led to a reactive depression. Again, 
we could regard her vague pains as a kind of conversion 
symptom, expressing her inability either to bear in 
forgiving love all the strains or to free herself aggressively 
from them. Or do both the slight nodule in the thyroid 
and the vague muscular pains point to some endocrine 
disturbance, of which both the depression and the sexual 
unhappiness ‘are possibly secondary symptoms? We 
might continue indefinitely this kind of speculation about 
the possible causes and dynamisms of her state. 

We must bear in mind, however, that this speculating 
is not mérely a useless pastime, because it is exactly 

-in this way that the doctor comes to decide what to 
treat, when, and how. The end-result of this half- 
conscious half-unconscious reconstruction of the patient’s 
dynamic pathology is the basis of the doctor’s response 
to the patient’s propositions. 

Conditioned by their training, doctors in general choose 
first among the proposed illnesses a physical one, because 
they can understand it better, they have learnt more 
and so they know more about it, and they can express 
their findings more easily and more precisely. This 
almost automatic response might—and quite often does— 
lead to a great number of unnecessary specialist exami- 
nations and to prescribing unnécessary medicines. 

An opposite danger, however, is that the doctor may 
be tempted to brush aside all physical symptoms and 
make a bee-line for what he thinks is the psychological 
root of che trouble. This kind of diagnosis or therapeutic 
method means that the doctor tries-to take away the 
symptom from the patient, and at the same time to 
force him to face up consciously to the painful problem 
possibly causing it. In other words, the patient is forced 
to change his limited symptoms back into the severe 
mental suffering which he tried to avoid by a flight into 
a more bearable physiéal suffering. 

This kind of psychological tour-de-force, which is really 
a violation of a person’s private life, is attempted 
nowadays much more commonly than ever before. 
Psycho-analysis in particular has given professional 
people—doctors, psychologists, social workers—methods 
previously undreamt of. Many of these people have 
become sensitive to hitherto neglected minute details, 
and can arrive at conclusions with increasing accuracy. 
We call this procedure psychological or psychiatric 
interview technique and we seem to have inherited from 
our medical ancestors a not very praiseworthy indifference 
about it. If our diagnostic conclusions are fairly accurate 
we do not appear to care greatly how much suffering 
is caused to the patient by our diagnostic methods. 
Obviously a specialist, or a psychological tester, can 
indulge more freely in this belle indifférence des diagnos- 
ticiens than a general practitioner: the patient is not 
his ; the patient was only referred to him for examina- 
tion ; and when the examination is over the patient is 
referred back. Unfortunately the general practitioner is 
the last line; the patient is his and he has to see him 
through. I wonder how many specialists care to find 
out what the patients say to their family doctors about 
the specialist’s methods and behaviour. 
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The real risks, however, are even more considerable. 
Psycho-analysis has taught us not only to observe and 
interpret minute details correctly, but also to use our 
skill and knowledge with some assurance, even daring. 
We psycho-analysts can do so because, first, we have the 
patient’s transference mostly as our ally, and secondly we 
remain in a most intimate psychological contact with 
our patient for long periods. Should anything untoward 
threaten, we are at hand to notice it and to intervene 
in any emergency. A number of people have acquired 
considerable diagnostic skill and knowledge by studying 
psycho-analytic literature assiduously, but they ought 
to bear in mind that in a short psychiatric or social 
interview the conditions are quite different ; and I think 
this difference ought to be respected both by non-analysts 
and analysts. 

It is no exaggeration to say that this kind of diagnostic 
procedure is, in fact, almost as serious an intervention 
as a surgical operation. Like a surgical operation it should 
be undertaken at the right time, by the right man, and 
in the right way. The person who has in the first instance 
to decide whether there is a good or fair prospect of 
satisfying these three conditions is the general practi- 
tioner: he can ask for help from his colleagues, but the 
final decision is always his. In the case of a psycho- 
diagnostic or psychotherapeutic intervention, -the situa- 
tion is still more stringent, because asking for advice 
psychologically already means the beginning of the 
intervention. The practitioner is here entirely on his 
own, and he has to bear the whole responsibility of this 
vital decision. We are only at the beginning of our 
research on the diagnostic criteria which will enable the 
doctor to decide ‘*‘ when to start ’’ with his psychological 
investigations and therapy, and in which cases. 

Obviously this new kind of diagnosis will demand a 
somewhat different approach to the patient’s problems 
and a somewhat different way of thinking about them. 
If we are right, it may have far-reaching consequences 
for general practice—perhaps also for the whole of medical 
thinking and consequently for medical training. 

* * * 

As a contrast to the first case, I shall quote a second 
one in which the question of ‘‘ when to start ’’ was not 
raised : patient and doctor drifted along together into a 
rather difficult situation. In addition this second case 
illustrates yet another aspect of the doctor’s apostolic 
function. In general it is taken for granted that the doctor 
ought to do his best to help his patient, to relieve the 
sufferings—i.e., he ought to be a good and helpful 
doctor. We all know the extreme case of this urge to 
help, the furor therapeuticus, against the dangers of which 
every experienced medical teacher should and does warn 
his students. On the other hand, very little has been 
written about the compelling need of certain patients 
to have a “ bad,’’ useless, therapeutically impotent 
doctor. The reason is that there are very few practitioners 
who can tolerate this réle, and still fewer who can adapt 
themselves to it with their eyes open. The overwhelming 
majority of us, driven by our apostolic zeal, must do 
everything to impress our patients—and ourselves— 
that we are helpful, good doctors. These two opposing 
tendencies—the doctor’s need to be helpful and the 
patient’s need to prove that his doctor is no good— 
usually lead to strain. Our second case-history shows 
this strain and the somewhat unorthodox means chosen 
by the doctor to relieve it, 

The patient is a man of 58 and has been on the general 
practitioner’s list since May, 1939; but his medical 
history goes back to 1925—i.e., for exactly thirty years, 
sixteen of which were with his present doctor. During 
all this time he has never ceased complaining. He has 
had pains in his rectum which ‘“ made him faint.” 
Numbness in left leg. Bad headaches “ only relieved by 
military march on the wireless.’’ Feels terrible when 
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waiting for trains and buses, becomes giddy when 
standing about. He knows “he will never get rid of 
the giddiness until he is in his box.’’ Indigestion is 
‘** shocking,’’ and to prove it some of the interviews with 
his doctor are punctuated by belches. In addition, 
shortness of breath, ‘‘ nerves,’’ always blown up, pains 
in every part of the body, and so on. 

Of course he has been seen during the thirty years 
by innumerable specialists ; in fact his notes require a 
special case. The diagnosis has varied from neurosis, 
through nervous debility and hypochendriasis, to neur- 
asthenia. Apart from these rather irrelevant and 
unhelpful tags, the specialists’ reports contain only 
negative findings such as: no carcinoma in rectum, 
barium meal and cholecystography negative, and chest 
clear. I have to add that the psychiatrist’s report is in 
exactly the same vein. 

Despite all this, the patient has been able to maintain 
a good enough relation to his wife; and, although they 
have no children and intercourse occurs but rarely, his 
wife describes him as a ‘*“‘ good husband.’’ Moreover in 
the past twenty-five years he has only been away from 
work for two to three weeks, although he has been in a 
responsible and at times strenuous job as an examiner 
in a large factory. 

The patient must have come to the conclusion, a good 
many years ago, that doctors can do nothing for him, 
as no medicine has ever made any difference to his 
complaints. Still, during all this time he has come 
almost every Friday evening for a bottle of medicine. 
Every time he says, ‘‘ Nobody can do me any good.” 
The doctor has learnt to accept his criticism and still 
to prescribe a new medicine if it is asked for. On 
occasions he has even taken down the pharmacopeia, 
saying, ‘“‘ I have given you everything in this book and 
nothing has done you any good; will you choose now 
what you would like.’’ Mark you, this was never said 
in irritation or annoyance, but in a friendly and, although 
defeated, still sincerely sympathetic tone. By the way, 
the patient seems to like these scenes; perhaps he 
accepts them.as a sign of confidence in him ! 

The doctor summed up the situation to our seminar 
in this way: ‘‘ Over the years I have established a 
relationship with the patient in which I accept that 
nothing does him any good and commiserate with him ; 
we metaphorically slap each other on the back more or 
less cheerfully when he attends for his weekly bottle of 
medicine, which we both agree will not do him any 
good. He has no resentment towards me, and I am 
not incompetent because I cannot cure him. In fact I 
am a good fellow; not like some of those other doctors. 
He has some pride in his toughness to resist the bad 
effects of my medicines and tablets and especially in his 
ability to carry on in spite of the considerable cross he has 
to bear (‘unlike some of the weak-kneed younger men of 
today’). He is no worry to me.- He senses when I want 
him to go and disappears quickly. If I am busy he comes 
in and is prepared to leave without much discussion, 
telling me happily that ‘ there is a mob in the waiting- 
room.’ He is on my side, in fact.’’ 

The doctor could have ended his report equally 
truthfully: ‘‘I am on his side, in fact have been for 
many years.”’ 

Now this is a case which bristles with puzzling prob- 
lems. Let us see, then, whether our new ideas are of 
any use here. 

It is obvious that the patient has been offering to his 
doctor illness after illness. Faithful to his training, the 
doctor himself patiently examined every offer, and then 
asked the counsel of his more learned brethren, but had 
to reject every offer as unacceptable. During this 


‘*“unorganised’’ period, the patient gradually withdrew 
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1925 as the beginning of the “‘ unorganised ’’ period—very 
likely it started earlier—the patient was then 28. You 
remember I asked the rhetorical question of what would 
have happened to the woman patient if her doctor, 
instead of asking his hesitant questions, had sent her for 
physiotherapy. Although admittedly our second patient 
is far more ill than the woman, his case could be con- 
sidered as a pointer of the direction the woman’s illness 
might have taken. We may here ask the corresponding 
question of what would have been the fate of this man if, 
instead of sending him to specialists and prescribing him 
bottles and bottles of medicine, someone had asked a few 
pertinent questions at the right moment. Who knows ? 

Anyhow, our man settled down and created and grew 
an impressive illness involving his whole life. Although 
the superficial symptoms varied and changed, the basic 
structure of the illness remained the same and became 
firmer and firmer with the years. One aspect of the 
illness was to play hell with his practitioner, to rub in 
time and again that he was no good, absolutely useless. 
One cannot exclude altogether the possibility that this 
was partly a revenge for the doctor’s rejection of the 
patient’s propositions. Although it is not mentioned in 
the report, we can well imagine that there were quite a 
few not very pleasant periods for the doctor. He asked 
for help from his specialist colleagues, but what he got 
was only negative advice. 
not to do, but he got no help whatever on how he could 
help his patient. I wonder how many of us—whether 
general practitioners, psychologists, psychiatrists, or 
social workers—would have remained, under this irritat- 
ing fire, as calm and imperturbable and as friendly and 
sympathetic as our doctor. How many of us would have 
thought of taking down the pharmacopeia and offering 
it sincerely to the patient to choose from it the medicine 
he thinks might help him. 

It was this atmosphere of unshakable friendly sympathy 
that enabled the patient to make his peace with his bad 
and useless doctor and to accept his company for all 
the troubled years of illness, pain, and suffering. He has 
obviously been badly in need of company, and without 
his doctor he would not have been able to keep fit and 
maintain a tolerable, or perhaps even a not completely 
unhappy, private life. 

To sum up: in this case all the organic illnesses 
proposed by the patient were rejected one by one, but 
the doctor accepted the pain and the suffering and 
honestly tried at least to relieve them. This counter- 
proposition of his was in turn rejected by the patient, 
who—perhaps prompted also by his resentment—wanted 
to have his doctor bad and impotent. The doctor then 
agreed to this last proposition—i.e., that he cannot 
relieve the suffering and pain, and agreed also to remain 
friendly and sympathetic. On these terms a working 
compromise was established, and patient and doctor 
settled down to a form of illness acceptable to them both. 

. x * 

Now imagine that this patient had been on the list 
of a doctor who—because of his personality—-must be 
a good and helpful man, whose apostolic function 
compels him to try everything in his power to cure his 
patients without exception—or mercy... . 

* lel * 

I promised to talk about The Doctor, His Patient, and 
The Illness. But really “‘ the doctor ’’ should have been 
in the plural, for in any difficult case specialists are called 
in to advise. This brings in quite a number of new 
complications. From now on the patient cannot escape 
feeling that he has got to deal with the whole medical 
profession, facing him, a single person, in concerted 
action. This inevitably stirs up reminiscences of his 
early life, when, as a single child, he had to face the whole 
world of adults who tried to educate him in their 
apostolic function, It is in this way that the present 
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situation mobilises all the anxieties, animosities, fears and 
frustrations, blind confidence and dire suspicions, of that 
early age. This fact explains why so many patients 
regress to surprisingly childish methods in their relation 
to their doctor or doctors—e.g., to complete subordina- 
tion, or swearing blindly by the doctor’s words; to an 
almost crazy rebelliousness, ridiculing and _ belittling 
anything and everything that the doctor proposes ; or 
to a habit of playing off one doctor against the other. 
But behind their unrealistic attitude is always the 
gnawing fear and the abject dependence. They feel that 
possibly something very important has gone wrong in 
their body or mind; that they cannot put it right by 
themselves ; but that almost certainly this can be done 
by outside expert help. With this help they may survive : 
without it they are doomed. 
* * * 

We know that during the initial ‘‘ unorganised ”’ period 
of their illnesses, patients gradually withdraw from their 
environment and first create and then grow the illness 
on their own, out of themselves. This period is only 
poorly understood : our psycho-analytic methods do not 
enable us to follow in detail the patient in his struggle with 
the growing illness. In this situation there is as yet no 
second powerful person present, and certainly no external 
partner on whom emotions could be transferred and 
thereby made accessible to our analytic methods. But 
the situation changes fundamentally when the patient 
reaches the stage-of complaining. Although his illness 
is usually still unorganised, he now needs, and usually 
also finds, a partner, a superior one, from whom help 
can be expected on whom emotions can be transferred. 
Here we analysts are more at home and can use our 
methods with more confidence, and our ideas may be of 
some use to the general practitioner in his arduous task. 

It is equally true, however, that we can also learn 
from the experiences of the general practitioners ; for 
it is only seldom that we see patients in the unorganised 
state in which the practitioner first encounters them, 
and we have mostly avoided getting involved with them 
at this stage. On the other hand the psycho-analytic 
process is tantamount to stirring up rigid, settled-in 
attitudes and forms of reaction, and almost every day 
we witness and have to work with both kinds of transition 
—from organised to unorganised and from unorganised 
to organised states. Expressed in our new terms we 
find again the patient proposing something to his analyst 
and the analyst responding to it according to his own 
apostolic function. Compared with the general practi- 
tioner, we analysts are in a better position because we 
possess a considerable literature which advises us in some 
detail which parts and aspects of the material produced 
by ‘our patient should be interpreted, when and how. 
Despite this important difference, the apostolic function 
operates automatically—exactly as in the case of the 
general practitioner. The illness as it develops and 
changes in the two-person analytic situation is always 
the result of a compromise, of an interaction, between 
the analyst and his patient. 

To show what I mean by this interaction I wish to 
quote a historical example : 

In Freud’s early writings the illnesses most frequently 
mentioned were hysteria, phobia, and the group he called 
actual neuroses, foremost amongst them neurasthenia. 
It was he who detached from that group the obsessions, 
and in the next period these seem to have dominated 
the field. In still later years actual neuroses practically 
disappeared from the literature and almost every case 
was described either as character neurosis or neurotic 
character disorder. Nowadays we have learnt to recognise 
the importance of depressive, paranoid, and other 
psychotic mechanisms in nearly all our cases. 

Does this mean that the patient material itself has 
changed? In my opinion it means rather that our 
knowledge of the human mind has changed, has deepened 
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and widened, and that consequently our responses to 
the patient’s propositions and offers are different now 
from what they were fifty, thirty, or even twenty years 
ago. A consequence, and a very important one, of this 
change in our responses, in our apostolic function, is that 
by them we determine, so to speak, the main spheres 
of the mind, where the most important parts of the 
analytic work have to be done. This may explain why 
analyses today are so different from what they used to be. 

I have discussed the need for the general practitioner 
to respond to his patient’s propositions in such a way 
that the ensuing compromise should focus attention and 
interest on the proposition which offers the best prospect 
of therapeutic help. But there is equal need for us psycho- 
analysts to ask ourselves whether our present resporses 
to our patient’s propositions—i.e., our present ways of 
interpreting the material produced by the patient—lead 
to a compromise which focuses attention, interest, and 
libido on the proposition which offers the best prospect 
of therapeutic help. 

I know that these ideas throw a heavy and alarming 
responsibility on all of us—-general practitioners, special- 
ists, psycho-analysts alike—but I cannot see how any 
one of us can avoid shouldering it. And I firmly believe 
that, by becoming more and more aware of our réles in 
the patient-doctor relationship—i.e., of our side-effects 
as drugs—our therapeutic efficiency will grow apace. 


POSTSCRIPT 

Throughout this address I have used the word “ illness ”’ 
in the same sense as it is used in general medicine. For 
example, in the first case discussed, the four conditions 
were described as illnesses in their own right, although 
obviously they may influence one another or one may 
be secondary to the other. 

If I am right, psycho-analysis is about to develop a 
new conception, which may be called ‘* basic illness ”’ or 
perhaps ‘‘ basic fault ’’ in the biological structure of the 
individual, involving in varying degrees both his mind 
and his body. The origin of this basic fault may be 
traced back to a discrepancy in the early formative years 
(or possibly months) of the individual between his own 
needs and the care and nursing available at the relevant 
times. This creates a state of deficiency whose con- 
sequences are only partly reversible. Although the 
individual may achieve a good, or even very good, 
adjustment, the vestiges of his early experiences remain 
and contribute to what is called his constitution, his 
individuality, or his character make-up both in the 
psychological and the biological sense. The cause of this 
early discrepancy may be congenital—i.e., the infant's 
needs may be too exacting—or may be environmental, 
such as insuflicient, careless, haphazard, over-anxious, 
over-protecting, or only un-understanding care. 

Should this theoretical approach prove correct, then 
all the pathological states of later years, the ‘ clinical 
illnesses,’’ must be considered as symptoms or exacerpa- 
tions of the ‘ basic illness,’”’ brought about by the various 
crises in the development, external and internal, psy¢ho- 
logical or biological, of the individual. I wish to expdain 
that my address was concerned only with the “‘ clirjical 
illnesses ’’ of later years and not at all with the ‘“ basic 
illness.”’ 


‘... how far can the general practitioner be rigidly scientific 
and if he could and did, would he not become the 
*medical technician’ of whom some doctors disapprove ? 
Who would then deal with the patients’ disabilities, inabilities, 
disorders, as distinct from narrowly defined ‘ diseases’ ? 
And would the patient, qua patient, be allowed to be neurotic, 
or ever normally worried or subject to conflicts ? Would 
the average doctor be happy if his ‘ non-scientific ’ problems 
were handed over entirely to almoners, social workers, 
psychiatric social workers, marriage guidance counsellors, 
family welfare advisers, poor man’s lawyers and specially 
selected priests ? Most of these perform their functions 
excellently when properly chosen and trained, but would the 
increase in their responsibilities and numbers decrease those 
of the doctors, as we understand the term ? ’’—T. H. Pear, 
Social Differences in English Life. London, 1955;  p. 39. 
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INFLAMMATORY disease of vertebral bodies, commonly 
tuberculous, often proceeds to collapse and compression 
of the posteriorly lying neural structures in the spinal 
eanal. Paraparesis or paraplegia results. Less often 
disease extending laterally into one or both psoas muscle 
compartments causes paraplegia or paraparesis by involv- 
ing the outflowing nerves of the lumbar plexus. Four 
such cases are considered here, and attention is drawn 
to the features differentiating bilateral plexus lesions from 
the more common cord or cauda-equina compressions. 

Study of the literature indicates that even unilateral 
lumbar plexus lesions are uncommon in association 
with psoas abscess. 


Case-reports 


Case 1.—A boiler fireman, aged 56, was admitted to 
hospital on April 11, 1946, complaining of a dull ache in the 
left sacro-iliac region for one year. The pain was aggravated 
by bending forward and relieved by rest. Latterly it had 
radiated down the posterolateral aspect of the left thigh and 
calf to the lateral malleolus and had been accompanied by 
stiffness in the lower back. 

Examination showed evidence of hypertension and arterio- 
sclerosis, The spine had a slight tilt to the right with marked 
restriction of mobility. There was tenderness on pressure 
over the spines of the third, fourth, and fifth lumbar vertebra 
with reference of pain to the left buttock. Motor power was 
deficient in the left glutei, hamstrings, posterior calf muscles, 
and peronei. On the right side there was weakness of the 
dorsi and plantar flexors of the ankle and of the peronei. The 
left knee-jerk was greatly depressed and the ankle-jerk less 
so. The right tendon-jerks were normal. There was no 
sensory loss in either leg. Straight-leg raising was 
limited on the left side to 60° with reference of pain to the 
left hip. 

Investigations.—Lumbar puncture produced clear yellow 
fluid under a pressure of 150 mm. There had been two 
unsuccessful punctures elsewhere, and the yellowness was 
thought to be explained by previous trauma. Queckenstedt’s 
test was negative. There was no increase in white cells, 
and the total protein was 80 mg. per 100 ml. The Wassermann 
reaction was negative for both blood and cerebrospinal fluid 
(c.s.F.). Radiography showed partial collapse of the body of 
the fourth lumbar vertebra with considerable narrowing of the 
dise-snac> between the third and fourth lumbar bodies. 
No pvraspinal abscess shadow was seen. Pronounced osteo- 
arthritic changes suggested that the condition was of long 
standing. The provisional diagnosis was ‘‘ compression 
of the fourth lumbar body with a lesion of the lumbar 
third-fourth intervertebral disc causing bilateral root 
compression.” 

Progress.~—Arrangements were made for spinal decompres- 
sion of the affected roots, biopsy, and subsequent spinal 
fusion. The patient was later admitted to hospital for this 
purpose, but by then his symptoms had subsided to such an 
extent that he wished to return to work. There was less 
weakness of the leg muscles. Spinal movements had improved. 
Tendon-reflexes were still depressed in the left leg. The c.s.F. 
pressure was now 100 mm., with normal dynamics. The 
fluid contained 18 white cells per c.mm. Protein was 70 mg. 
per 100 ml. 

Age, hypertension, and symptomatic improvement taken 
together decided in favour of conservative treatment. He 
returned home and resumed work. Five months later, having 
been well in the interval, he was admitted to a medical ward 
with hematemesis and melena, and complaining of severe 
frontal headache and cough. Signs of meningitis developed 




















THE LANCET] 
soon afterwards. Intracranial pressure increased progressively 
as did the cells in his c.s He lapsed quickly into coma and 
died ten days after admission. 





Necropsy showed, in addition to the tuberculous meningitis 
which caused death, a spinal lesion from which it took its 
origin. The fourth and fifth lumbar vertebra were extensively 
eroded and replaced—mostly anteriorly—by soft caseous 
material. From this lesion pus extended laterally into the 
substance of the psoas muscles on either side. The lumbar 
nerves were not examined microscopically. There was no 
extradural extension of the disease. The spinal cord and 
roots showed congestion of the pia mater but no surrounding 
exudate. 


Case 2.—A ploughman, aged 28, a diabetic under treat- 
ment, had a Brodie’s abscess of the left femur drained on 
July 17, 1945. Four months later it had healed. On Nov. 26, 
1945, he complained of low backache and pain radiating into 
the sacrum. Next day it spread to both groins. The front 
of the left thigh felt numb. Two weeks later he was admitted to 
a surgical ward with increased pain and a swinging tempera- 
ture. Large doses of penicillin did not control the infection. 
Four days later he had difficulty in initiating micturition, and 
developed severe abdominal distension. He complained of 
weakness of the thigh muscles and numbness of the front of 
both thighs. 


Examination and Investigations.—He preferred to lie on 
his back with both hips flexed. Distension was too great to 
permit of successful abdominal palpation. There was no spinal 
deformity and only slight tenderness on pressure or percussion 
over the mid-lumbar spine. In the lower limbs there was 
wasting and bilateral flaccidity of the quadriceps muscles, 
with lesser wasting of the adductors of the thigh The anterior 
tibial group were still less weakened. Other muscle-groups 
showed normal power. The knee-jerks were both absent and 
the ankle-jerks preserved. Plantar responses were flexor. 
There was bilateral depression to all modalities of stimuli 
over an area in the legs corresponding to the first, second, and 
third lumbar dermatomes on the right and to the first, second, 
third, and fourth lumbar dermatomes on the left. Above 
and below this level sensation was normal. Joint-position 
sense was unimpaired. Skiagrams of the lumbar and thoracic 
spines were normal. The white-cell count was 20,000 per 


¢c.mm,—mostly polymorphs. Blood-culture was sterile. 
Extradural spinal abscess was diagnosed. 
Management and Progress—The extradural space was 


explored by excision of the ligamentum flavum bilaterally, 
between the eleventh thoracic and first lumbar levels. Condi- 
tions there were found to be normal, with fat of the usual 
consistency and a normally pulsating dura. A fine rubber 
catheter passed freely upwards and downwards for 5 cm. in 
the epidural space. Exploration was also carried out between 
the third and fourth lumbar levels with negative results. 
Lumbar puncture at the close of the operation showed that 
there was free conduction of fluid throughout the spinal 
theca. There was no increase of cells in the fluid, and the 
protein content was 20 mg. per 100 ml. Attention was then 
focused on the affected nerves in their extraspinal course. 
Exploratory puncture revealed chocolate-coloured pus anterior 
to the lumbodorsal fascia in both loins. Staphylococcus 
aureus, insensitive to penicillin, was cultured. Paralytic 
ileus developed and the patient died two days later. 





* 


fig. |—Section of the nerve trunks in case 2, showing inflammatory 





changes in the perineurium and patchy demy 
(Anderson’s stain, x 40.) 
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At necropsy, in 
addition ‘to the old 
abscess in the feraur, 
an area of eroded 
infected bone was 
found on the medial 
surface of the left 
ilium. It formed a 
small part of the wall 
of massive abscess 
cavities in the sub- 
stance of both psoas 
muscles; the cavi- 
ties communicated 
across the lower 
lumbar vertebre and 
extended from the 
suprarenal glands to 
the pelvic brim. The 
fifth lumbar body 
was destroyed ante- 
riorly to a depth 
of 5 mm., and the 
fourth was affected 
to a lesser extent. 
The abscesses con- 
tained pale choco- 
late-like fluid. The 
sheathsof thelumbar 





Fig. 2—Radiograph of the lumbar spine in 
case 3, showing the lesion in the bodies of 
the third and fourth lumbar vertebra and 
calcification in a right-sided psoas abscess. 


abscess cavities were 
swollen and conges- 
ted. The autonomic 
nerves also lay in the abscess wall. The spinal cord showed 
no abnormality. Sections of the nerve trunks showed the 
epineurium to be involved in a subacute inflammatory process 
(fig. 1). There was patchy demyelination and cedema around 
the fibres. The histological diagnosis was ‘‘ pyogenic interstitial 
neuritis.” 


Case 3.—A housewife, aged 26, suffered from bilateral 
pulmonary tuberculosis which was diagnosed in March, 
1946. In November, 1946, while under sanatorium treatment, 
she began to complain of pain in the lower lumbar region 
radiating to the front of the right thigh. 


Examination and Investigations—A psoas abscess was 
palpable in the right iliac fossa. There was spasm of the 
lumbar muscles and a lumbar kyphosis but no abnormal 
neurologital signs in the lower limbs. Radiography showed 
erosion of the contiguous bony borders of the third and fourth 
lumbar bodies and narrowing of the intervertebral space 
(fig. 2). The outline of the right psoas shadow was ragged ; 
the left was normal. Lumbar puncture produced clear C.s.F. 
under normal pressure. Queckenstedt’s test was negative. 
There were 2 cells per c.mm., and 50 mg. of protein per 
100 ml. This was taken to exclude intraspinal disease, 
or at least to rule out the possibility of cord or cauda 
compression. 

Treatment and Progress.—The patient was immobilised 
and the abscess emptied by aspiration on three occasions. 
Amounts of pus up to 150 ml. were withdrawn, in which 
tubercle bacilli were seen. By June, 1947, there was less spasm 
of the lumbar muscles and lumbar tenderness was not so 
severe, but considerable weakness of the right quadriceps 
muscles had developed and both knee-jerks were absent. 
There was no apparent motor weakness on the left side and 
no sensory loss in either leg. An attempt: to aspirate the 
abscess at this time was unproductive. A month later the 
patient complained of weakness of the left leg. Examination 
then revealed loss of power in both quadriceps muscles, and 
some weakness in the hamstrings and the dorsiflexors of the 
ankles and toes. The weakness was greater on the right side. 
There was sensory loss to all modes of stimulus over the third, 
fourth, and fifth lumbar dermatomes on both legs. The sacral 
segments were normal. Knee-jerks were absent and ankle- 
jerks present. The right psoas abscess was emptied again but 
an attempt to aspirate pus from the left psoas compartment 
failed. Radiography showed little alteration in the vertebral 
disease but now there was evidence of disease in the left 
psoas muscle as well as in the right, though no mass could be 
palpated on the left side. 


Further Progress.—After aspiration of the right psoas 
abscess there was improvement in both legs. Power recovered 
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in the right quadriceps first, and thereafter the right knee- 
jerk returned. A month later the left knee-jerk had returned 
and no sensory abnormalities were demonstrable on either 
side. More pus was aspirated from the right side on two 
Further left-sided aspirations yielded no pus, 
but « mass became palpable in the left flank. Over the next 
six months progressively smaller amounts were removed from 
the right abscess and some calcification of its outline appeared 
in skiagrams. Eventually there was no demonstrable neuro- 
logical abnormality in the legs and this state of affairs has 


occas ons. 


been maintained. 


Case 4.—A colliery washerman, aged 40, had suffered from 
tuberculous disease of the spine since childhood. When first 
seen as an outpatient on Nov. 5, 1947, he complained of 
weakness of the ankles for one year-and had adopted a high- 
stepping gait to overcome this. For two months he had 
experienced pain radiating down the posterolateral aspect 
of both buttocks, thighs, and calves, and extending across 
the dorsum of the feet into the big toes. Weakness spread to 
involve the knees and his gait became quite unsteady. He was 
known to have had a right psoas abscess at the age of 8. 


On examination, there was a gross kyphosis with its apex 
at the lower thoracic level. No abdominal mass was palpable. 
The left leg showed weakness of the external rotators of the 
hip and the hamstrings, with complete paralysis of the dorsi- 
flexors and evertors of the ankle and weakness of the invertors. 
On the right side there was a lesser weakness of the abductors 
and external rotators of the hip, of the hamstrings, and of all 
the muscles moving the ankle except the plantar flexors. 
The knee-jerks were depressed. The ankle-jerks were brisk 
and equal and the plantar responses flexor. The abdominal 
reflexes were symmetrical but sluggish. There was sensory 
depression to all types of stimuli in the fifth lumbar and 
tirst sacral dermatomes bilaterally. The sensory loss was 
thus much less extensive than the motor. 


Investigations.— Radiography showed lumbodorsal kyphosis 
with an angulation less than 90°: The twelfth thoracic and 
first and second lumbar bodies were disintegrated and the 
upper half of the third lumbar body eroded—apparently 
recently. The calcified lower end of a psoas abscess was seen 
on the right side. 


Progress.—-|t was suggested that the referring surgeon should 
carry out a lumbar puncture to make sure that there was no 
spinal-fluid obstruction and then empty the supposed psoas 
abscess by aspiration or operation. Before this could be done 
the disease process extended. Difficulty in micturition 
developed and with it anesthesia in all sacral segments. 
He was admitted to the neurosurgical unit with a complete 
paraplegia, 

Operation._-Lmmediate decompression was carried out 
through an anterolateral approach. Sequestrated dise and 
necrotic bone was removed from in front of the dura and an 
abscess evacuated from the right paraspinal region. 


Further Progress.—After operation he required continuous 
bladder irrigation for fourteen days, after which he passed 
urine normally. Sensation in the sacral segments returned 


but depression persisted in the fifth lumbar and first sacral 
dermatomes bilaterally. For some time there was spasticity 
in both legs but this disappeared in two months and the 
plantar responses became flexor again. 


Follow-up examination nine months later revealed some 
weakness of the dorsiflexors and evertors of the right ankle 
and of the dorsiflexors of the toes. There had been some return 
of power to the dorsiflexors of the left ankle but ankle evertors 
and the dorsiflexors of the toes remained paralysed. The right 
knee-jerk was weakly present, the left absent. Both ankle- 
jerks were brisk and equal. Plantar responses were flexor. 
Bowel and bladder function was normal. The weight was 
increasing and the erythrocyte-sedimentation rate was 
normal. All signs of cord compression had apparently 
disappeared, and there was a return to the initial state 
showing bilateral involvement of the nerves of the lumbar 
plexus. 

This case is included with less confidence because 
the absence of ¢.s.F. obstruction was not demonstrated 
initially. Further, involvement of the lower plexus 


roots is unusual, and the lesion could possibly have been 
caused by epidural granulation tissue surrounding the 
lower lumbar roots intraspinally. 
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Fig. 3—Diagram showing the relationship of a vertebral disease-focus 
to the spinal canal behind and to the psoas compartments on either 
side. 

Discussion 
MECHANISM OF NEURAL INVOLVEMENT 


Vertebral disease may spread in two directions to 
involve nerves—laterally into the substance of the psoas 
muscle or posteriorly to compress the spinal cord or 
cauda equina (fig. 3). In assessing the probabilities 
reflected in bilateral neurological deficits in the lower 
limbs it must be remembered that a tuberculous focus 
in a body may spread into both adjacent psoas muscles 
without at the same time passing backwards. This 
happened in the first three cases, but in the fourth bilateral 
spread occurred first and later was followed by posterior 
compression. 

DIFFERENTIAL DIAGNOSIS 


Diagnosis should not be difficult on clinical grounds, 
provided the possibility of bilateral plexus lesions is 
remembered. In cauda-equina compression there will 
probably be bilateral symmetry and some involvement 
of the sacral roots. Bladder dysfunction is almost 
invariable. In plexus lesions neural involvement is 
usually asymmetrical and the sacral roots escape. 
Bladder function is normal. Case 2 complained of 
difficulty in starting micturition, but this was probably 
caused by involvement of the sympathetic nerves on the 
posterior pelvic wall. Radiography may show the 
presence of psoas abscesses. Lumbar puncture with 
Queckenstedt’s test shows free c.s.F. conduction if the 
lesion is extraspinal. It should not be necessary to 
resort to myelography. 

Intrinsic spinal-cord lesions should not be difficult 
to differentiate. A glioma or angioma at the level of the 
second to fourth lumbar segments can cause lower motor 
neurone lesions like those of lumbar plexitis, and may 
even cause spinothalamic sensory defects with sparing 
of the sacral dermatomes, but there will also be present 
signs of pyramidal tract interruption causing increase 
of the ankle-jerks and extensor plantar responses. 

Though all our cases had chronic infective lesions 
it is possible to imagine neoplastic conditions causing 
bilateral plexus involvement without intraspinal 
extension. 

We have had under observation for four years a patient with 
a myeloma of the tenth thoracic vertebra which had collapsed. 
She had a mixture of signs of spinal-cord compression and 
lumbar-plexus involvement. When the spinal cord had been 
decompressed and the whole diseased area treated by radio- 
therapy, the sensory level of analgesia disappeared and 
bladder control was restored. There remained lower-motor- 
neurone lesions causing flaccid paralysis below the knees, 
which were almost certainly caused by infiltration or com- 
pression of the lumbar plexus in its extraspinal course. 


NATURE OF THE PLEXUS LESION 


In the only one of the four cases in which histological 
material was available the nerve lesion was described as 














THE LANCET] ORIGINAL 
a pyogenic interstitial neuritis. The epineurium was 
involved in a subacute inflammatory process and the 
fibre-bundles showed cedema and patchy demyelination. 
This may be the common lesion. 

Tallroth (1939) records a case of iliopsoas haemorrhage 
in a hemophiliac which was followed ten days later by 
signs of a femoral nerve lesion. He found no previous 
record of a similar case associated with haemophilia. 
He points out that of the nerves in the psoas compart- 
ment, the genito-femoral, obturator, and lateral cutaneous 
nerves are thinner and run more transversely, and over 
shorter distances, than does the femoral, which lies 
within the sheath all the way from its origin to the pelvic 
brim. The femoral nerve is therefore more vulnerable 
than the others. He suggests that the nerve lesion was 
caused by rapidly increasing pressure associated with 


an oozing hemorrhage. In support of the pressure 
hypothesis he says that gravitational abscesses from 
tuberculous spondylitis do not cause femoral nerve 


lesions because the pressure rises slowly. 

Michelson (1945) describes a case of trauma to the 
psoas muscle with haemorrhage within the sheath and 
temporary impairment of sensation in the territory of the 
ilio-inguinal nerve. Considering the cause of the nerve 
lesion he says : 

‘* Sudden increase of pressure within the psoas sheath due 
to hemorrhage and/or infection may irritate the enveloped 
nerves sufficiently to produce symptoms of neuritis. Nerves 
are not involved with chronic, slowly progressive lesions such 
as arthritis of the spine due to tuberculosis.” 

In Vuori’s (1947) review of the condition of primary 
suppurative myositis in the psoas muscle there are no 
cases of neural involvement. 

Schroeder (1938) describes five of primary 
psoitis, none of which showed evidence of neuritis. 
This condition of primary psoas abscess, usually staphylo- 
coceal in origin, is the one in which neuritis would be 
expected whether the cause is increased pressure or 
inflammation. 

Increased pressure within the psoas compartment 
bounded by an unyielding fibrous sheath appears to be 
a factor common to all the cases described. The four 
reported here make it clear that the increase of pressure 
does not require to be rapid as Tallroth (1939) and 
Michelson (1945) suggest. The histological finding of 
inflammatory changes in the lumbar plexus in case 2 
not necessarily mean that they had a causal 
significance in the production of neurological dys- 
function. The absence of neurological signs in reported 
cases of acute suppuration in the psoas muscle indicates 
that toxic inflammatory changes in the nerve sheaths 
are unlikely by themselves to interfere with neural 
conduction. 

We suggest that compression of the vasa nervorum 
of the lumbar plexus is the primary reason for the nerve 
changes. This should be relieved by closed or open 
drainage of the psoas compartment. 


cases 


does 


Summary 


Bilateral neurological abnormalities in the distribu- 
tion of the lumbar nerves may be caused by two para- 
spinal lesions as well as by one intraspinal lesion, though 
the two will probably arise from one vertebral focus. 

Four such cases are reported and the differential 
diagnosis and treatment discussed. 

The cause of the plexus lesion is probably simple 
increase of pressure within the psoas compartment, 
and treatment should be directed towards lowering 
this pressure. : 
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SEVERAL communications from the Oxford Child 
Health Survey (see bibliography) have referred to the 
height, weight, and skeletal maturity status of the 
children ; but these measurements have not hitherto 
been reported in full. Compared with other ages, there 
are very few height and weight tables for preschool 
children. It is also alleged that there is a secular change 
in the size of children of given age (Clements 1953), 
Measurements of skeletal maturity status are extremely 


.rare, and the present assessments are not only the first 


to be based on British children, but also the largest 
series to be published anywhere. 

The aims of the Oxford Child Health Survey were 
described by Ryle (1948) and full details of recruitment 
and conduct have since been published. The original 
group of Survey children were born (in Oxford) between 
1944 and 1948, and some younger brothers and sisters 
have since been added to the series. All the children 
were examined at the age of 6 months and thereafter 
at six-monthly intervals until they reached the age of 5. 
If, as a result of a mother altering the date of a clinical 
appointment, any weight or height was recorded as long 
as a fortnight before or a fortnight after the correct date, 
it has been excluded from the following tables. X-ray 
findings were excluded if they were taken more than a 
month before or after the correct date. The vast majority 
of record’ were taken on the day the child reached the 
stated age. 


Height (table 1) 

Height was measured with the child standing barefoot. 
A few babies could stand at the age of 12 months; but 
it was not until they were 18 months that as many as 


TABLE I-—--STANDING HEIGHT (IN INCHES) OF OXFORD CHILD 
HEALTH SURVEY CHILDREN FROM 18 MONTHS TO 5 YEARS 

















| Boys Girls 
Age ee ee ee ee ee Le Skene Pee Oe 
(years) | 

No 8.D No. | Mean | 8.D. 
1"/; 134 1-30 129 31-09 | 1:29 
2 254 1:39 262 | 33-19 1-27 
Qs 240 | 1-44 259 35-08 1:45 
3 242 | 1-60 263 36-71 1-45 
31/s 239 1-69 246 38-34 1-45 
4 243 | 1-74 250 39-76 | 1°53 
4"/, 224 1:79 | 238 41-04 | 1-60 
5 234 | 1:90 238 42:38 | 1-72 


| 
| 


half the children were able to coéperate, and not until 
2 years that all the children could be measured. 


Weight (table 11) 
When small the children were weighed naked, and at 
later ages they wore only a single layer of underclothes. 


Skeletal Maturity Status (tables 111 and Iv) 
Skeletal maturity was assessed in two ways. The 
first method was to compare the X-ray films of the hands 
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with the standard hand films for stated ages published 
in Todd’s atlas (1937). This method, by giving “ skeletal 
age’’ to the nearest six months (three months for the 
youngest children), yielded a rather coarse grouping 
from which it was not possible to calculate valid standard 
deviations. However, the mean values shown in table 11 
are probably satisfactory. The second method of assess- 
ing maturity status, which is described in detail elsewhere 
(Acheson 1954b), dispenses with the concept of skeletal 
age and, in the form of ‘‘ Oxford maturity units,” 
provides skeletal maturation with its own yardstick. 
This method yielded a relatively fine classification for 
the two hand films from which standard deviations, as 
well as means, could be calculated (table 11). The same 
method was applied to both knees but in this case the 
frequency distributions were so irregular that they could 
only be characterised in terms of the mean and certain 
arbitrarily chosen percentile points (table rv). 


DISCUSSION 


In this country recent height and weight tables for the 
preschool child have been published by Gore and Palmer 
(1949) and by Low (1952). Neither of these sets of data 
are strictly comparable with ours. Low’s figures are 
based on a longitudinal study of 66 boys and 60 girls 
born in Aberdeen nearly thirty years ago. These children 
were at all ages shorter and lighter than the Oxford 
children. Gore and Palmer’s study is also on a much 


TABLE II WEIGHT (IN POUNDS) OF CHILDREN FROM BIRTH TO 


5 YEARS 
Boys Girls 
Age a 

(years) 

No. Mean &.D. No. Mean 8.D. 

Birth 298 7°63 1-08 282 1 1-06 

1s 239 17°51 2-19 316 1 2-16 

1 280 22-68 2-55 269 8 2-87 

1'/; 299 25°44 2-93 285 | 90 2-99 

2 290 27-76 3°23 289 14 3-40 

2"/s 251 29-89 3°55 261 | 52 3°55 

3 245 32-21 4-12 264 | 2 4°13 

3"/s 241 34-69 4-67 246 1 4-28 

1 243 36-75 4-99 250 0 5-04 

4'/, 225 38-94 5-12 237 8 5-24 

5 235 41-01 5°85 235 8 5-71 





smaller scale than the Oxford Survey, and is based on 
measurements taken in a single year, 1947. Every age- 
group consists of a separate sample of children, and 
within each one there are differences of weeks or months 
between the ages of the individual children. These facts, 
preclude any exact comparison between their London 
children and the present series. 

It will be noticed that the mean skeletal ages in table m1 
are in every case less than the corresponding calendar 
ages. That is to say, the Oxford children were behind 
the schedule of maturation drawn up by Todd for 


TABLE III-—-SKELETAL MATURITY ASSESSED FROM X-RAY FILMS 
OF HANDS AND WRISTS 
Todd method : |Acheson method : [in Oxford 
mean ** skeletal maturity units] for the 
age’? in months| two hands (left and right) 


No. of 
children 


Age — _ - —— 
(years) Boys Girls 
Boys | Girls Boys Girls 

Mean | 8.D Mean 8.D 
‘le 5-2 4-0 5:3 2:3 2-6 
1 9-2 S-4 8-9 3:6 4-2 
1'/, | 14-6 13°5 13:8 4-7 4-9 
2 20°8 18:2 18-9 4°7 4-6 
2"/a 27:1 24:8 23-3 53 4:8 
3 33:1 32:7 27:1 5-7 6-1 
3'/s 37-4 38-3 30-6 5-4 6-7 
4 42-2 45-9 33°5 6-4 7-4 
4"/5 48:5 52-9 36-7 6-2 79 
5 54:4 58-9 39-0 6-9 79 





} 
| 
| 
| 
| 
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TABLE IV—-SKELETAL MATURITY ASSESSED FROM X-RAY 
FILMS OF KNEES 

(Measurements [in Oxford maturity units] for the two knees 

(left and right) ) 


No. of sie 
ane children Boys Girls 
(years) ane ea amen = ~ meen 
Boys | Girls Mean Spread Mean Spread 
1/5 89% at 4 4:5 | 82° 
1 86% at 6-8 75 | 779% 
1'/, 82% at 8 8-7 | 959 
2 86% at 8-10 10-4 92 9 
2"/5 81% at 10-12 | 12-3 | 899 
3 89% at 10-14 | 14:3 | 81% 
3"/s 83% at 12-16 16-4 84% 
4 84% at 12-16 | 18-5 829 
4"/, 85% at 14-18 | 20-2 | 739 
5 81% at 16-20 | 21-5 88° 





American children. The mean skeletal age for girls 
appears to overtake and pass that for boys, but 
it is thought that this results from an error in 
the Todd standards for girls (Acheson and Hewitt 
1954b). 

Shuttleworth (1937) has emphasised that the chief 
value of longitudinal growth surveys is that they 
permit an accurate study of increments. The Oxford 
material is being examined from this point of view, 
and some of the findings have already been published. 
At present a detailed study is being made of the effect 
of illness and adverse social circumstance on growth and 
skeletal development which, it is hoped, will throw further 
light upon the process of maturation, and make it 
possible to improve upon existing radiological methods 
of estimating maturity status. 

The Oxford Child Health Survey began in 1944 and ran 
for ten years. It was initiated by the late Prof. John Ryle 
and supervised at first by him and later by Dr. Alice Stewart. 
Dr. Cicely.Williams and Dr. Celia Westropp bore the brunt 
of the clinical and somatometric work, and Miss Elinor Roberts 
and Miss Margaret Barnes shared the task of X-raying the 
children. From 1944 to 1950 the Survey was financed solely 
by the Nuffield Provincial Hospitals Trust, but from 1951 
onwards the Medical Research Council contributed generously 
towards its expenses. 
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From the Department of Medicine, St. Mary’s Hospital Medical 
School, London 


Ir is now generally agreed that the fall in blood- 
pressure during fainting results from peripheral vasodila- 
tation rather than from any failure of cardiac function. 
During venesection cardiac output decreases, but if a 
faint ensues output does not decrease further (Barcroft 
et al. 1944). Lewis (1932) found that atropine abolished the 
bradycardia during fainting but had little effect on 
the hypotension or level of consciousness, and to 
emphasise the combined vagal and peripheral effects 
in these disturbances he used the term ‘ vasovagal”’ 
attacks. 

John Hunter (1793) observed that venous blood from 
the arm became bright scarlet during fainting. McDowall 


(1938) ascribed pallor of the face to general cutaneous , 


vasoconstriction and concluded that the explanation of 
Hunter’s finding was vasodilatation in the muscles. This 
hypothesis was seemingly confirmed by reports of vaso- 
dilatation in the forearm during posthemorrhagic fainting 
(Barcroft et al. 1944, Barcroft and Edholm 1945) and 
emotional fainting (Greenfield 1951). However, measure- 
ments of skin blood-flow during fainting have not agreed 
with each other (Weiss et al. 1937, Barcroft and Edholm 
1945, Rushmer 1944, Hertzmann 1954). 


* In receipt of a grant from the Holland Scholarship Trust, on the 


9 


2, 1955 693 


ARTICLES [APRIL 
We have witnessed nine fainting attacks, which were 
mostly emotional in origin. Measurements of heat elimina- 
tion from the hand showed cutaneous vasodilatation 
invariably accompanied fainting. 
Methods 
Heat elimination from the hand was followed by means 
of the calorimeter described by Greenfield and Sear- 
borough (1949). The subjects were seated with the arm 
dependent. Calorimeter-temperatures ranged from 28 
to 33°C, but in any one experiment did not vary by 
more than 1°C. Room-temperatures were between 21 
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Sew DS the Netherlands Organisation for Pure in subject B. 
and 24°C and remained within + 0-5°C 
PYROGEN PYROGEN during any one experiment. During seven 
MNGSTES MJECTED faints sublingual and rectal temperatures 
FAINT FAINT | were measured by  copper-constantan 
°c thermocouples (Cranston et al. 1954), and 
_ 3rsr | blood-pressure was recorded by the auscul- 
$ a tatory indirect method in five faints. — 
~ In one healthy woman student (subject A) 
X 37-1F ORAL three faints were deliberately provoked by 
8 puncturing an arm vein with a sharp needle 
Q 36:9F and withdrawing 5 ml. of blood; she was 
seated on a high stool and the procedure 
wa ee was virtually painless. The remaining six 
& 3 Bot faints oceurred in five men incidentally 
uy after the intravenous injection of bacterial 
4% & 60F pyrogens, which had been incubated in 
2~ the subject’s own blood (Gerbrandy et al. 
40F 1954a). (The pyrogens were injected thera- 
w 4201 peutically _in three men with eczema, 
NS and experimentally in two of ourselves.) 
2~ 100 SYSTOLIC The volumes of blood injected were 16- 
v2 50 ml. in four experiments and 200 ml. 
Ss 680-r in two. Four of the faints took place within 
aS ten minutes of the injection, and at least 
Ss esr forty-five minutes before the onset of fever : 
a 4ob the other two occurred twenty-eight and 
se DIASTOLIC thirty-five minutes after injection, during 
5 N 0-3+ the onset of fever. 
S . O-2- Results 
a ok In none of the nine faints observed was 
 * there complete loss of consciousness. The 
2 Fy 10 20 10 20 30 first four faints observed were unexpected ; 


Oo 
MINUTES 


Fig. 2—-Body-temperature, blood-pressure, pulse-rate, and heat elimination in subject C. 


in all of them the pulse slowed and became 
irregular, but blood-pressure was not 
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recorded. Heat elimination increased in all, includ- 
ing two subjects who were developling a_ fever 
with rigors and powerful vasoconstriction. The 


observed changes in subject (B) are shown in fig. 1, 
the abscissa of which represents the time after the 
injection of 50 million Escherichia coli in 16 ml. of 
blood. ‘The ensuing fever was associated with a fall 
of heat elimination to very low levels, rigors, and a small 
rise in mouth and rectal temperatures. At this time he 
fainted ; the pulse-rate was then 48 per min., and heat 
elimination increased to 0-09 calories per kg. per min. ; 
at the same time there was a fall in oral and rectal 
temperatures. During recovery from the faint, heat 
elimination decreased and the pulse-rate rose. 

Subject C fainted on two separate occasions, after the 
injection of 50 million Esch. coli in 30 ml. of blood, and 
the results are shown in fig. 2. Both faints took place at 
least forty-five minutes before fever began. During each 
attack there was a small transient decrease in heat 
elimination, followed by a large rise; blood-pressure, 
pulse-rate, and oral temperature all decreased, while 
rectal temperature remained steady. 

The findings in the first experiment on subject A are 
shown in fig. 3. First she witnessed a venesection on 
someone else ; about 50 ml. of blood was run into a bottle 
and on to white towels. This occasioned some emotional 
reaction, but no fainting; the fall in heat elimination 
indicates cutaneous vasoconstriction, and there was a 
transient rise in systolic blood-pressure. 5 ml. of blood 
was next withdrawn from a vein in the subject’s own arm. 
This provoked fainting, with weakness, clouding of 
consciousness, and pallor of the face, followed by sweating 
and hyperventilation. The blood-pressure fell by about 
30 mm. Hg, and there was a small decrease in pulse-rate 
and oral temperature. Heat elimination rose from about 
0-15 to 0-25 calories per kg. per min. 

A further experiment on subject A is shown in fig. 4. 
5 ml. of blood was withdrawn from the subject, provoking 
a fairly severe and lengthy fainting reaction, with the 
sume features as before. Blood-pressure fell to very low 
levels, but there was only transient bradycardia. Heat 
elimination rose to about three times its basal level, and 
stayed up until the blood-pressure was increased by rais- 
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Fig. 4—Observations on subject A. 


ing the legs. The legs were again lowered, and this was 
followed by a milder faint with cutaneous vasodilatation 
during the period of hypotension. 


Discussion 

The three faints observed in subject A were presumably 
almost entirely emotional in origin. In the other subjects 
fainting occurred even if local anesthesia had been 
given before the injection, so their responses cannot be 
entirely attributed to pain. Fainting occurred in six out 
of forty-six experiments in which pyrogen in blood was 
injected intravenously, and emotional factors are thought 
to have been mainly responsible for the attacks. The 
general symptoms associated with the abrupt onset of 
fever may have played some part in precipitating the 
two faints twenty-eight and thirty-five minutes after 
the injections. 

Normally there is loss of heat from the limb arteries 
to their ven comitantes (Bazett et al. 1948), and presum- 
ably also to other surrounding structures. It is theoreti- 
cally possible that the increase of heat elimination from 
the hand during fainting might be due to a rise in the 
temperature of the blood reaching the hand. A slight rise 
in this temperature might result from vasodilatation in 
the forearm muscles, but this alone could not account for 
the observed increase in heat elimination. It is much 
more likely that our findings indicate cutaneous vaso- 
dilatation in the hand during fainting. This vasodilata- 
tion must be even grosser than the figures suggest, because 
it persisted in the presence of a lowered blood-pressure. 
Vasodilatation occurred even during periods of powerful 
cutaneous vasoconstriction, at the onset of fever. It 
was not related to injection of pyrogen or blood, since 
similar increase in heat elimination was not observed in 
forty experiments of the same type in which fainting 
did not take place. 

There is a lag of at least one minute between the 
onset of vascular changes in the hand and any variatons 
in recorded heat elimination, but otherwise calorimetry 
has fewer drawbacks than other methods as an index of 
skin blood-flow during fainting. The time-relationships 
between changes in blood-pressure and heat elimination 
(figs. 1-4) suggest that skin vasodilatation contributes 
to the fall of blood-pressure. 

Oral temperature invariably fell during fainting, but 
the extent of this fall does not necessarily reflect the 
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effects of increased heat elimination on arterial blood 
temperature. We have previously observed during the 
onset of fever large falls in oral temperature with power- 
ful cutaneous vasoconstriction (Cranston et al. 1954) ; 
these changes were attributed to a reduction in the 
rate of blood-flow through the mouth. The changes in 
oral temperature during fainting may be partly produced 
in the same way. Rectal temperature fell during one faint, 
and was unchanged in the others, but it has been pre- 
viously shown that rectal temperature responds poorly to 
changes in body-heat (Gerbrandy et al. 1954b). A 
decrease in cutaneous blood-flow during fainting has been 
reported by Barecroft and Edholm (1945) and by Weiss 
et al. (1937). Bareroft and Edholm induced fainting by 
reducing the circulating blood-volume; Weiss et al. 
used a combination of sodium nitrite and tilting. In 
both of these investigations blood-flow was measured by 
a hand plethysmograph. During periods of hypotension 
the usual pressure in the collecting cuff may approach 
or exceed arterial pressure. Thus an artificially low 
blood-flow may be recorded by this method. Barcroft 
and Edholm (1945) attempted to overcome this difficulty 
by decreasing the collecting pressure during the faint ; 
the changes in blood-flow which they depicted were 
inconstant, and were probably affected by the reduction 
of blood-volume. In none of our experiments was 
reduction of blood-volume induced by venesection or 
leg cuffs. ° 

Rushmer (1944) followed the pulse-volume in the finger 
during forty-five arterial punctures. Fifteen of his 
subjects fainted, though most of the punctures were 
painless and little blood was withdrawn ; in all of these 
subjects pulse-volume increased during the faint. Hertz- 
man (1954) recorded a similar observation in one case. 
This evidence is in favour of cutaneous vasodilatation 
during fainting. 

The cutaneous vasodilatation during emotional fainting 
may affect forearm blood-flow. Under resting conditions 
skin blood-flow accounts for 0—-67-5°% of total forearm 
blood-flow, and this proportion increases as skin-flow 
increases (Cooper et al. 1954). It therefore cannot be 
assumed that Greenfield’s findings provide conclusive 


evidence for muscle vasodilatation during emotional 
fainting. Posthemorrhagic fainting may be associated 
with different circulatory effects, and the increased 


forearm flow observed in this condition may be partly 
in the muscles. 
Summary 


Heat elimination from the hand has been measured 
during nine faints in six subjects. Six attacks followed 
intravenous injections of pyrogen in blood. Two occurred 
during the onset of fever; and the remainder were 
emotional in origin. 

During all the faints cutaneous vasodilatation devel- 
oped, judged by increased heat elimination from the hand. 

Sublingual temperature fell during fainting, but with 
one exception rectal temperature remained constant. 

Cutaneous vasodilatation contributes to the fall of 
blood-pressure during emotional fainting. 

We are indebted to Prof. G. W. Pickering and to Dr. G. 
Mitchell Heggs, physician in charge of the skin department, 
for permission to observe their patients who were undergoing 
fever therapy. We are also most grateful to subject A for 
her willing coéperation. 
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Essentia non sunt multiplicanda preter necessitatem 


William of Occam (d. c. 1349) 


THAT psoriasis is particularly common in patients with 
rheumatoid arthritis has long been recognised, but a 
similar between psoriasis and ankylosing 
spondylitis is not widely recorded. Cases of ankylosing 
spondylitis with psoriasis have—particularly in American 
accounts—been called ‘‘ psoriasis arthropathica with 
sacro-iliac joint involvement.”’ and Forestier 
(1935) stated that it was rare to find ankylosing spondy- 
litis complicated by psoriasis. Bouwens van der Boijens 
(1939) classified psoriasis arthropathica into eight types, 
one being the type associated with spondylitis ; this he 
considered very rare. Epstein (1939) found 1 case of 
sacro-iliac joint involvement in 39 cases of psoriasis 
arthropathica. Of 150 cases of psoriasis arthropathica 
reported by Vilanova and Pinol (1951), 3 males had 
sacro-iliac joint involvement. They found that skin 
lesions were common over the trunk in spinal cases, and 
that these had a worse prognosis. Sherman (1952), 
reporting 15 cases of psoriasis arthropathica, noted 1 
male who had had ankylosing spondylitis for forty years 
before the onset of psoriasis and peripheral joint involve- 
ment. Sterne and Schneider (1953), reporting 6 males with 
psoriasis arthropathica, mentioned 2 with sacro-iliac 
joint involvement ; in both the peripheral joints were 
affected, but in only | did the skin lesion involve the 
trunk. 

In 100 consecutive unselected cases of ankylosing 
spondylitis, we found 4 with psoriasis. Since the incidence 
of psoriasis in the population is about 0-3% (Arnso and 
Clemmesen 1952) there would thus appear to be an 
association between ankylosing spondylitis and psoriasis 
comparable to that between rheumatoid arthritis and 
psoriasis. By analogy with psoriasis arthropathica this 
association may be called psoriasis spondylitica. 


association 


Coste 


Case-reports 

Case 1 was a woman, aged 39, who had developed psoriasis 
at the age of 11. When 25 years of age she complained of 
backache following the birth of her first child; this con- 
tinued for fourteen years, becoming more severe with increas- 
ing limitation of spinal movement; latterly her right hip 
and shoulder had become painful. 3 brothers and | uncle had 
ankylosing spondylitis. 

On examination her chest expansion was normal. There 
was a dorsal kyphosis, lumbar lordosis, and limitation of 
movement of the lumbar spine; she was unable to reach 
within 4 in. of her toes. There were plaques of psoriasis on 
both knees. The erythrocyte-sedimentation rate (E.S.R.) was 
31 mm. in the first hour (Westergren). Radiography revealed 
squaring of the mid-dorsal vertebre, and irregularity and 
sclerosis of the sacro-iliac joints. 
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Case 2 was a man, aged 37, who worked as a post-office 
clerk. At 15 he had developed psoriasis. 4 years later he 
complained of pain in both buttocks, localised to the ischial 
tuberosities and radiating down the backs of both thighs. At 
the age of 23 he entered the Army and was placed in grade 1, 
but a week later he again developed pains in the buttocks ; 
these pains became severe and he was transferred to grade II. 
A few months later he was referred to a psychiatrist and was 
discharged from the Army with ‘“‘ rheumatism and nerves.” 
When he was 24 he began to have pain between the shoulder- 
blades which was diagnosed as fibrositis and treated with 
infra-red radiation and massage. The pain in the buttocks 
and shoulder-blades continued until the age of 29, when he 
developed pain and stiffness in the lower part of his spine ; 
this was diagnosed as lumbago and treated with radiant heat. 
The pain persisted until the age of 32, when ankylosing 
spondylitis was diagnosed. He was treated with deep X rays 
with relief of symptoms. His paternal grandfather, father, 
mother, and a brother have psoriasis. 

On examination his chest expansion was 2 in., the spine 
was stiff, and he was not able to reach within 12 in. of his 
toes. There was an upper dorsal kyphoscoliosis with oblitera- 
tion of lumbar lordosis. There were small patches of psoriasis 
on both elbows and knees. The £.s.R. was 22 mm. in the 
first hour (Westergren). Radiography revealed ankylosis of 
both sacro-iliac joints and bambooing of the lower dorsal 
spine. 


Case 3 was a man, aged 29, who at the age of 17 had 
developed psoriasis on the extensor surfaces of both forearms. 
At 18 he entered the Army and was placed in grade 1. A year 
later he developed pain in his left hip, worse on sitting down, 
and at the age of 20 he was admitted to hospital with a diag- 
nosis of tuberculosis of the left hip. The following year the 
pain spread to his right hip, and then to knees and elbows. 
He was treated with gold injections but without improvement. 

At the age of 22 there was severe deterioration in his condi- 
tion. On examination at that time, the chest expansion was 
1'/, in., the skin was atrophic, and there were plaques of 
psoriasis over the elbows and knees. There was ulnar deviation 
of his hands, and his elbows were swollen ; movements of the 
shoulders, hips, and spine were severely limited. The £.s.R. 
was 88 mm. in the first hour (Westergren). Radiography of 
the pelvis showed obliteration of the sacro-iliac jomts. The 
peripheral joints were treated with deep X rays but without 
improvement. 

At the age of 24 bilateral iritis developed and the patient 
became bedridden. He was admitted to a chronic hospital 
where he now lies, aged 29, blind and completely helpless. 


Case 4 was a man, aged 76, who had developed psoriasis 
at the age of 30 on both elbows and knees. At the age of 64 
he complained of stiffness of the neck and shoulders, low back 
pain, and difficulty in walking. He carried on work for four 
years until his hips became affected. Radiographs at the 
age of 70 showed destruction of both sacro-iliae joints and 
protrusio acetabuli of both hip-joints. He was treated with 
deep X rays with some improvement. A maternal aunt had 
suffered from rheumatoid arthritis. 

On examination when he was aged 75 he appeared younger 
than his years. There were patches of psoriasis on the left 
wrist and on the left buttock and natal cleft ; and the move- 
ments of both wrists were limited. ‘The E.s.R. was 30 mm. in 
the first hour (Westergren). At the age of 75 radiography of 
his hands showed destruction of the carpal joints, but the 
terminal interphalangeal joints were not affected. 


Discussion 


Rheumatoid Arthritis and Psoriasis 

The incidence of psoriasis in rheumatoid arthritis has 
been variously estimated at 2-69, (Dawson and Tyson 
1938), 3-1% (Fletcher 1951), and 4% (Douthwaite 1935). 
Sherman (1952) stated that ulnar deviation is not seen 
in true psoriatic arthropathy, and Epstein (1939) said 
that iritis is never found; but case 3, in which there 
was fulminating ankylosing spondylitis with peripheral 
joint involvement and psoriasis, showed both these 
complications. 


Rheumatoid Arthritis and Ankylosing Spondylitis 
Because in some 25° of cases of ankylosing spondylitis 

the peripheral joints are involved, and the macroscopic 

and microscopic appearance of the joints is the same 
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in rheumatoid arthritis as in ankylosing spondylitis, 
ankylosing spondylitis is sometimes thought to be 
nothing more than rheumatoid arthritis affecting the 
spine. But for the following reasons the two conditions 
are considered, at least in Europe, to be distinct : 


(1) Sex-incidence.—Whereas rheumatoid arthritis is com- 
moner in females (3:1), ankylosing spondylitis is commoner 
in males (6: 1). 

(2) Age-incidence.—Rheumatoid arthritis may appear at 
any age, whereas ankylosing spondylitis most often starts in 
the 15-40 age-group. 

(3) Course and prognosis.—Ankylosing spondylitis is more 
benign, most patients being abie to continue at work. Rheu- 
matoid arthritis is characterised by more frequent remissions 
and relapses, 15% of patients becoming bedridden. 

(4) T'reatment.—Rheumatoid joints do not respond to deep 
X-ray therapy, whereas the involved joints in ankylosing 
spondylitis do. 

(5) Complications.—Necrobiotic nodules are hardly ever 
found in ankylosing spondylitis, but some 20% of patients 
with rheumatoid arthritis are so affected. Moreover the 
incidence of iritis is greater in ankylosing spondylitis—15% 
in ankylosing spondylitis as against 5% in rheumatoid 
arthritis. 


Ankylosing Spondylitis and Psoriasis 

Arnso and Clemmesen (1952) found psoriasis in 2 of 
20 cases of ankylosing spondylitis—an incidence of 10%, 
which is far higher than the incidence of 4°, in our own 
series. Psoriasis usually appears before rheumatoid 
arthritis in psoriasis arthropathica (Sterne and Schneider 
1953), and in each of the 4 cases reported here the 
psoriasis developed before the onset of ankylosing 
spondylitis ; the skin lesions were confined in all 4 cases 
to a few plaques over the knees and elbows. Some cases 
of psoriasis arthropathica have a distinct clinical pattern 
with involvement of the terminal interphalageal joints, 
which is rarely seen in rheumatoid arthritis without 
psoriasis ; but in the 4 cases of ankylosing spondylitis 
with psoriasis reported here the spondylitis was clinically 
indistinguishable from ankylosing spondylitis without 
psoriasis. 

Genetic influences play a part in the etiology of both 
ankylosing spondylitis (Jacobs and Rose 1954) and 
psoriasis (Lerner 1940), as is shown by the fainily histories 
of cases 1 and 2. The former had 4 relatives (paternal 
uncle and 3 brothers) with ankylosing spondylitis, but 
none with psoriasis ; and case 2 had 4 relatives (paternal 
grandfather, father, mother, and brother) with psoriasis, 
but none with ankylosing spondylitis. 

Ankylosing spondylitis often remains misdiagnosed for 
many years. In view of this we suggest that if a patient 
with psoriasis complains of pain referable to the locomotor 
system, the sacro-iliac joints should be radiographed. 


Summary 
4 cases of ankylosing spondylitis associated with 
psoriasis are reported. 
The relationship of ankylosing spondylitis, rheumatoid 
arthritis, and psoriasis to each other is discussed. 
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BACTERIOLOGY 
UNIVERSITY 
Two foci of lymphocytic choriomeningitis (L.c.m.) 
infection in Manchester were described by Duncan et al. 
(1951), and since then other cases have occurred in these 
two areas. The case here reported in a newborn is the 
first recorded in infancy, and evidence is presented that 
infection was acquired during the last stages of intra- 
uterine life. The mother was resident in one of the 
areas mentioned. 


OF MANCHESTER 


Case-history 


A baby boy was born on June 4, 1954. His mother had 
borne three other children, who had been perfectly normal 
and thrived well. The mother was admitted to hospital on 
May 27, 1954, eight days before delivery, with four days’ ° 
history of malaise, headache, and vomiting. On the day of 
admission she experienced some suprapubic pain and frequency 
of micturition ; there was no dysuria, but very little urine 
was passed. 

On examination she had a cough and fever (temperature 
103-8°F, pulse-rate 130), and there were generalised signs of 
bronchitis ; the blood-pressure was 120/80 mm. Hg, and the 
fauces were mildly inflamed. Otherwise the examination was 
stated to be normal. 

Investigations.—Blood-cultures, radiography of the chest, 
Widal and Paul-Bunnell reactions, and repeated cultures of 
the urine had not elucidated the cause of the mother’s con- 
dition by June 4. So the baby was immediately segregated 
at birth and not again brought into contact with the mother, 
who continued to have a hectic swinging temperature and 
was transferred to another hospital, where on June 16, twelve 
days after the delivery, the diagnosis of benign L.c.M. was 
suggested on the basis of a slight increase of cells and protein 
in the cerebrospinal fluid (c.s.F.). This was subsequently 
confirmed serologically, the complement-fixing antibody titre 
of her serum rising from less than 1/2 to 1/64. 

The infant weighed 6 lb. 1 oz. at birth and appeared to be 
normal, passing urine and meconium on the first day. He 
seemed to be well for the first six days because he fed satis- 
factorily and was active, having a normal Moro and grasp 
reflex ; but he lost 10 oz. in weight, and by the eighth day 
3'/, oz. more. By this time his temperature had begun to 
rise, and he was sucking indifferently and was a little 
dehydrated. 

Investigations and Treatment.—Aureomycin therapy (25 mg. 
four-hourly) was started. A white-cell count of 31,900 per 
c.mm. (polymorphs 29%, lymphocytes 52%) suggested an 
active infection, and streptomycin 125 mg. daily was added 
to the therapy. Tube feeding was started amd subcutaneous 
saline solution was administered. The general condition 
remained stationary until June 15, when the infant’s condition 
deteriorated and he bad a convulsion. Examination revealed 
some neck stiffness. Cisternal puncture produced clear 
xanthrochromic c.s.F. containing 4000 red cells and 54 white 
cells per c.mm. (36 polymorphs and 18 lymphocytes per c.mm.) 
and protein 150 mg. per 100 ml. The possibility of virus 
meningitis or inclusion disease was considered at this stage. 

Course.—There was rapid deterioration in the infant’s 
condition, and in six hours’ time the fontanelle was bulging 
and the baby showed severe opisthotonos. Cisternal and 
ventricular taps on this occasion revealed evenly bloodstained 
c.s.F. indicating subarachnoid hemorrhage, and the child died 
three hours later on June 16, 1954, aged twelve days. 
A necropsy was done by one of us (B. L. W.) next day. 

Necropsy Findings.—The body was that of a mature male 
infant weighing 4 Ib. 15 oz. and showing some wasting and 
dehydration. Petechiz were present on the lower abdominal 
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wall, groins, and scrotum. The skull was healthy, with normal 
fontanelles. The brain weighed 360 g. and appeared swollen. 
There was extensive subarachnoid hemorrhage over the left 
cerebral hemisphere and in the cisterna magna. On section 
the third and fourth ventricles and both lateral ventricles 
were moderately dilated and contained blood ; the cut surface 
of the brain showed faint yellow discoloration. Situated in 
the occipital lobe of the right cerebral hemisphere, lateral to 
the posterior horn of the lateral ventricle, was an area of 
intracerebral hemorrhage 2 cm. in diameter and communica- 
ting with the lateral ventricle. Macroscopic examination of 
the thoracic and abdominal viscera showed no abnormality. 

Microscopy.—At the site of intracerebral hemorrhage there 
was destruction of the brain tissue; adjacent brain tissue 
showed cedema, capillary congestion, and sparse infiltration 
by macrophages. Overlying the left cerebral hemisphere and 
in the cisterna magna was hemorrhage into the subarachnoid 
space. Remote from the intracerebral and subarachnoid 
hemorrhage the leptomeninges were congested, and the 
subarachnoid space showed moderately severe lymphocytic 
infiltration. There was also lymphocytic infiltration beneath 
the ependyma of the third and fourth and lateral ventricles. 
Occasional blood-vessels showed sparse perivascular lympho- 
cytic cuffing. Other tissues showed no significant abnor- 
malities. No obvious cause was found for the intracranial 
hemorrhage, which was thought to be due either to direct 
trauma (this seems unlikely in view of the situation) or, more 
probably, to change of intracranial pressure following the first 
cisternal puncture, 

Virological Investigations.—A specimen of C.s.¥. taken from 
the infant on June 15, 1954, was inoculated intracerebrally 
into mice from a L.c.M.-free stock and intraperitoneally into 
guineapigs. Eight days after inoculation the mice were sick, 
with symptoms described by Traub (1936) as typical of 
L.c.M. A suspension of brain material from sick mice of this 
group was specifically neutralised by L.c.M.-immune serum. 
Complement-fixing antigen prepared from the spleen of one 
of the two guineapigs killed on the sixth day after injection 
was also specific for L.c.m. The second guineapig, bled from 
the heart fourteen days after inoculation, showed L.c.M. 
complement-fixing antibody in its serum. L.C.M. virus was 
also isolated from four pvols of house mice caught in the 
mother’s home. 

Discussion 

Transplacental infection with L.c.m. virus has not 
hitherto been recorded, although Traub (1939) and Haas 
(1941) have shown that it is the normal mechanism of 
infection in colonies of mice where the disease is enzootic. 

In the present case, since the infant was separated 
from the mother immediately after delivery, no possi- 
bility of postnatal infection exists. The possibility of 
paranatal infection must be borne in mind because it 
has often been stated that the urine in cases of human 
L.C.M. may contain the virus, and thus the birth canal 
may have been comtaminated. Although it is well 
established that the virus is excreted in the urine of 
infected mice (Traub 1936), only one report has been 
published of the isolation of L.c.m. virus from the urine 
in man ; this is by Lépine and Sautter (1938) and appears 
to be of dubious validity. 

It therefore seems that transplacental infection was 
by far the most likely route in the present case, particu- 
larly in view of the fact that the major phase of the 
mother’s illness occurred at least a week before delivery. 
In this connection it is of interest to mention that Swarts 
and Kercher (1954) have published a case of transplacental 
infection with poliomyelitis virus. 

In further support of this view is the time of onset of 
the baby’s illness. The incubation period of L.c.M. in 
man under natural conditions is extremely hard to 
establish, because in most cases there is repeated exposure 
in the home environment. van Rooyen and Rhodes 
(1948) give it as one to three weeks. In the two cases 
of laboratory infection reported by Milzer and Levinson 
(1942) and Lépine and Sautter (1938) the most likely 
times of infection were six and ten days respectively 
before the onset of disease, though both cases were 
continuously exposed to the possibility of infection before 
these times. In one of the cases of Smadel et al. (1942) 
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the infection was apparently acquired while conducting 
a necropsy in a human case eight days before the onset 
of illness. In all these three cases it is probable that 
infection was by an artificial route. In the present case 
the onset of illness was only six days after birth, and 
we consider it most likely that infection was acquired 
during intra-uterine life. 


Summary 


A case of lymphocytic choriomeningitis in a newborn 
infant is reported. 
The probability of transplacental infection is discussed. 


Our thanks are due to Dr. C. 8S. D. Don and Dr. J. W. A. 
Hunter for access to the mother’s case-notes, and to Dr. 
M. O. Adams for doing complement-fixation tests on the 
mother’s serum and for investigating the house mice. 
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By reason of its technical simplicity the direct agglu- 
tination reaction has been the serological technique of 
choice in both diagnostic and experimental bacteriology. 
In virology, however, its use has been restricted to the 
study of the plant viruses (Beale 1934, Bawden 1935), 
certain of the larger animal viruses, including the 
rickettsia (Otto and Dietrich 1917, Zinsser and Ruiz 
Castaiieda 1932, Van Rooyen and Bearcroft 1943) and 
vaccinia (Ledingham 1931, Craigie and Tulloch 1931). 

Agglutination of influenza virus was first reported over 
fifteen years ago 
(Magill and Fran- 
cis 1938): but 
apart from addi- 
tional observations 
by Henle and 
Chambers (1941) 
there has been no 
further develop- 
ment of this tech- 
nique either as an 
adjunct to labora- 
tory diagnosis or 
as a research tool. 
Such a possibility 
was suggested by 
the chance obser- 
vation of typical 
flocculation in mix- 
tures of highly 
purified virus and 
specific serum. | 
describe here the 
preliminary stages 
of an investigation 
designed to this 
end, 





PR8 antiserum Control 
v. PRB PRS 
Fig. |—Flocculation of eluate preparation 
of PRS virus by homologous antiserum 
after 2'/, hours at 37°C. 
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Materials and 
Methods \ / 
Antigens 
The following T Tw 
strains of influenza 
virus were used : 


Type A: PR8, 


received from the TOTAL TOTAL 
National Institute of MINUS 
Medical Research in 
1947. 

Type : prime ea 
FMI, obtained by the \ / \ / 


courtesy of Dr. C. H. 
Andrewes from the 
World Influenza S* s 
Centre. 

MW, isolated in this 
laboratory in 1951 
(Smith et al. 1951). 

Ashby, isolated in 
this laboratory in 1953 
and identified at the 
World Influenza Centre 
as a * Scandinavian” 
subtype (Isaacs and 
Andrewes 1951). 

Ty pe B: Lee, 
received from the 
National Institute of 
Medical Research in 
1947. 

Viruses were grown 





STANDARD STANDARD 
MINUS 


STANDARD 
PLUS 





by the allantoie TRACE TRACE 
inoculation of I11- PLUS 
day-oldembryonated — Fis. 2—Defined degrees of flocculation of 
eggs with suitable virus. 

doses of seed stocks 

kept at -—70°C. They were used either as infected 


allantoic fluids or as partially purified and concentrated 
suspensions of virus in saline solution. Purification and 
concentration were achieved by either high-speed centri- 
fugation or a single cycle of adsorption and elution from 
human red cells (Sheffield et al. 1954). Normal allantoic 
fluids clarified by centrifugation were also included as 
control antigens in certain experiments. When necessary, 
antigen preparations were stored at 2°C, and they retained 
their floceulability under these conditions for up to 6 or 
8 months. 

Sera 

Rabbits were immunised by two intravenous injections 
of purified virus given at an interval of three weeks. 
The first injection was small, usually about 300 haemag- 
glutinating doses, an’ the second about ten times as 
great. Samples of serum were taken at convenient 
intervals after the first and second injections of 
antigen. 

All the sera were inactivated at 56°C for 30 minutes 
and stored at —10°C without preservative. 
Hamagglutination 

Virus antigens were conveniently standardised for 
potency by hemagglutination titration against fowl cells 
by the method of Belyavin et al. (1951). The titres of 
serum which inhibited hemagglutination by 4 agglutin- 
ating doses (A.D.) of virus were estimated by a similar 
technique. 

Serum Absorptions 

Virus, deposited from saline suspension by high-speed 
centrifugation, was resuspended in appropriate aliquots 
of sera diluted 1/10 with physiological saline solution, 
and the mixtures were held at 4°C overnight. Next day 
the virus-serum mixtures were centrifuged at 22,000 G 
for 1 hour to sediment the absorbing antigen. The 
supernatant fluids constituted the absorbed antisera. 
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fa AT 2 HOURS 


f=] AT 5 HOURS 


Fig. 3—Relative speeds of flocculation of different preparations of © 
influenza virus. 





FLOCCULATION AT 37°C 


Flocculation 
Technique 
Equal volumes (0-3 ml.) of virus 
antigen and of serially diluted 
immune serum were mixed in 








Dreyer’s tubes. The serum 
dilutions were pipetted first, the T 
virus antigen being added sub- hee 
sequently, as in a_ bacterial " PRS . 
selaiiaiien test. Orthodox TYPE A  (Elvate) a No Flocculation 
controls containing only physio- r+ 
logical saline solution and virus Tr 
antigen were included in each 
test. The rack was next placed ed BB 
in a water-bath at 37°C, the s+ 
water level being adjusted to g~- Ss Not tested 
fall approximately between a 
third and a half of the way up Trt 
the fluid column. The tubes Tr. 
were inspected in a viewing-box = 1 
at short intervals. 8 TP. 
Development of Particulation 34 "es 8 , . Not tested 
With suitable concentrations 2 S- 
of antigen and serum there isa @¢& Trt 
im > Tr 
characteristic sequence of events. > 
Within a few minutes after the T 
tubes have been placed in the T- 
water-bath at 37°C a faint S+F 
opalescence develops, which in- {(Elvate) S_ * Not tested 
creases with time. Eventually a 
a fine granular precipitate forms ; % 1 
this is visible for a time only Fl 
with a hand-lens but develops T F 
subsequently into a well-marked a r 
flocculation clearly visible to the LEE ¥ 3 
naked eye. It closely resembles ree (Elvate) § as mj (No Flocculation 
a bacterial ‘‘ somatic ’’ agglutina- Te+b # 
tion (fig. 1), the floceules sinking Te 
eventually to the bottom of the 
tube. With a given antigen and NORMAL ALLANTOIC FLUID |rio-NOtion| tevted | tected |Flocewation| Ne flocculation 


antiserum a certain relative pro- 
portion of the two components 
gives the’ most rapidly particu- 
lating mixture, and flocculation 


& FLOCCULATION AT S HOURS 


Fig. 4—Cross-flocculation reactions of five strains of influenza virus with their respective antisera, 
and control tests (summarised from two experiments). 
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inhibition zones occur in the region of gross antibody or 
antigen excess. Mixtures in the antibody-excess zones 
usually show intense opalescence. In these respects the 
reaction therefore behaves in the manner of a classical 
precipitin test. Reduction of the amount of virus antigen 
added in a constant antigen titration leads to a smaller 
over-all bulk of flocculum, and the lowest concentration 
of antigen usable seems to be limited only by the detect- 
ability of the precipitate formed. Antigen concentrations 
containing about 10-20 hemagglutinating doses of virus 
per ml. appear to be at the practical limit. 


Recording Degree of Particulation 

In applying and studying this reaction it was found 
convenient to record the degree of floeculation observed 
in terms of a modified Dreyer’s notation (Dreyer and 
Inman 1917). The defined degrees of flocculation are 
illustrated in fig. 2. 
Effect of Virus Purification on Flocculation 

Comparisons were made between the flocculability of 
infected allantoic fluid, high-speed centrifugate, and 
eluted virus. In each case an infected allantoic fluid 
was divided into three equal parts: one part was 
clarified by centrifugation at 8000 G for 15 minutes ; 
one part was purified and concentrated fivefold by high- 
speed centrifugation ; and the third part was treated 
by a single cycle of adsorption and elution also with 
fivefold concentration. Samples of each preparation, 


DILUTIONS OF IMMUNE RABBIT SERA TESTED AGAINST 
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ASHBY LEE Normal rabbit 
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P.R.8 SERUM LEE SERUM marised in fig. 4) show clearly the speci- 
A~ . . . 
a Ne nm ficity of the reaction and the closeness 


ABSORBED ABSORBED 
P.R.8 LEE 


-_ 
ABSORBED ABSORBED 
UNABSORBED WITH WITH —UNABSORBED a W4TH 


with which it parallels the known sero- 
logical pattern of the strains involved. 
Serum Cross-absorption Tests 

The results of the cross-flocculation 
experiments were further confirmed 





by making reciprocal cross-absorption 
tests between viruses of distinguish- 
able serological type and their respec- 
tive antisera. The absorbed sera were 
tested by full reciprocal cross-floccula- 
tion reactions. Two such experiments 
between a type-A strain (PR8) and a 
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type-B strain (Lee) and between a 
type-A strain (PR8) and an A-prime 
strain (Ashby) are illustrated in fig. 5. 
These experiments fully confirmed the 
specificity of the direct cross-floccula- 
tion experiments. 











Discussion 
The experiments described show 
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several practical applications. A direct 
flocculation test of this nature, simple 
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absorbed sera. 


adjusted by dilution to equivalent concentrations of 
virus in terms of hemagglutinin, were compared for 
flocculability against serial bulk dilutions of homologous 
antiserum. This was done using the PR8 and Lee strains, 
and an example of each (fig. 3) shows the over-all superi- 
ority of partially purified suspensions, which is notable 
in the case of some eluted preparations. The poor 
flocculability ,of crude allantoic fluids relative to the 
purified virus suggests the presence of some material 
in the former which inhibits the reactions. Probably 
such inhibitors present in crude preparations of virus 
explain the equivocal results of former workers. 

Experiments made with virus suspended in borate- and 
phosphate-buffered saline solution showed that the rate 
and degree of flocculation were unaffected by differences 
of pH between 6 and 8. 


Specificity of Reaction 

Reciprocal cross-flocculation experiments were made 
with virus strains of distinguishable serological type and 
their homologous antisera. In several of these experi- 
ments normal allantoic fluid, normal rabbit sera, and 
antisera prepared by immunisation of rabbits with saline 
extracis of normal chorio-allantoic membrane were 
included as controls. These latter were known to contain 
potent complement-fixing antibodies against membrane 
antigens. The results of two such experiments (sum- 
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Fig. 5—Results of two cross-absorption experiments using flocculation reaction to test 











animal viruses will be possible, pro- 
vided that sufficiently purified and 
concentrated suspensions of virus can 
be prepared. If they can, investigations 
of the effects of antigenic particle size 
on the dynamics of the specific precipitation reaction 
will be greatly facilitated. For this reason, and in the 
hope of meeting urgent practical needs, the applicability 
of the present findings to the very small virus of polio- 
myelitis is now under investigation. 


Summary 

The technique of a simple quantitative influenza-virus 
flocculation test, using immune rabbit sera, is described. 

The results of experiments which demonstrate its 
serological specificity and its inhibition by factors present 
in normal allantoic fluid are presented, and their 
significance is discussed. 

I am indebted to Prof. Wilson Smith for his critical advice. 
The expenses of this work were defrayed by a departmental 
grant from the Medical Research Council. 


REFERENCES 


Bawden, F. C. (1935) Brit. J. exp. Path. 16, 435. 

Beale, H. P. (1934) Contr. Boyce Thompson Inst. 6, 407. 

Belyavin, G., Westwood, J. C. N., Please, N. W., Smith, W. (1951) 
J. gen. Microbiol. 5, 546. 

Craigie, J., Tulloch, W. J. (1931) Spee. Rep. Ser. med. Res. Coun., 
Lond, no. 156. 

Dreyer, G., Inman, A. C. (1917) Lancet, i, 365. 

Henle, W., Chambers, L. A. (1941) Proc. Soe. exp. Biol., N.Y. 
46, 71: 


, 713. 
Isaacs, A., Andrewes, C. H. (1951) Brit. med. J. ii, 921. 
Ledingham, J. C. G. (1931) Lancet, ii, 525. 


References continued at foot of next column 








ie ae 











THE LANCET] 


DEPOSITION OF IRON IN THE TESTES 
AFTER ADMINISTRATION OF AN 
IRON-DEXTRAN COMPLEX 


J. A. Nissm™ 
M.D. Lond. 

SENIOR LECTURER IN PHARMACOLOGY IN THE UNIVERSITY OF 
LONDON, AT GUYS HOSPITAL MEDICAL SCHOOL, LONDON 
PrREvious work with different iron preparations has 

shown that both the immediate and the later fate of 

iron in the body varies considerably, depending not only 
on the size of the particle but also on the chemical nature 
of the non-ionised compound (Nissim 1949, 1953a). The 
study of iron uptake by the testis in experimental 


siderosis was stimulated by the earlier finding of a close 
correspondence in the distribution of saccharated iron 
oxide and of ascorbic acid in many organs (Nissim 1952a). 
It was found, however, that, although iron appeared in 
a few histiocytes scattered among the interstitial tissue 





Fig. |—Testis of mouse showing massive deposition of iron in pro- 
liferated interstitial tissue with severe degeneration of seminiferous 
tubules and absence of spermatozoa after administration of 3 g. of 
iron (as imferon) per kg. of body-weight in six intravenous injections 
given twice weekly. Mouse was killed 11 weeks after last injection. 
(Prussian-blue and carmalum. x 148.) 


of the testis in a few days after the intravenous injection 
of saccharated iron oxide, most of the interstitial cells, 
presumably endocrine, remained entirely free from iron. 
In later work moderate uptake of iron by the endocrine 
interstitial cells was noted after repeated injections of 
the diffusible preparations ferric hydroxide ferrous 
ascorbate and ferric chloride caramelate (Nissim 1953b). 
I report here the striking deposition of iron in the 
interstitial cells of the testis after the administration of 
the iron-dextran complex ‘ Imferon,’ a deposition more 
massive than that in any other organ in the body. 


Methods 

The iron-dextran complex was injected intravenously 
into white adult male mice in doses of 0-5 g. of iron 
per kg. of body-weight weekly or twice weekly. Some 
mice received similar doses subeutaneously. Sections of 
the testes were studied at 3, 4, and 24 hours, 4 days, 
and 2 weeks after single doses. The total amount of 
iron given in repeated injections was I, 2, and 3 g. per 
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Pie. ‘Sa Pentts of mouse showing heavy iron deposition in some 
interstitial cells and light staining of the rest of the interstitial tissue. 
Note darkly staining fluid in one of the interstitial-tissue spaces. 
Mouse received 0:5 g. of iron (as imferon) per kg. of body-weight 
in a single intravenous injection and was killed a fortnight later. 
(Prussian-blue and carmal x 148.) 





kg. of body-weight and the mice were killed up to 10 
weeks after the last injection. 


Results 

All mice receiving repeated doses of imferon showed 
striking testicular atrophy, whose progress was followed 
easily by palpation. The severity of atrophy depended 
on the total dose as well as the duration of siderosis. 
The weight of testes showing maximal atrophy was 
25-30 mg., compared with 90-120 mg. of the controls. 
Sections revealed increasing degrees of iron deposition 
in the interstitial cells and correspondingly increasing 
damage to the seminiferous tubules with striking effect 
on spermatogenesis (fig. 1). There was in  ddition an 
increase of interstitial tissue, presumably as a result of 
replacement regeneration. Tubule cells showed some 
iron staming in advanced interstitial siderosis. 

Sections taken at intervals after single doses showed 
iron in the extravascular interstitial histiocytes as early 
as three hours after the injection, when most of the iron 
was still in the circulation. The prussian-blue staining 
revealed in the interstitium spaces (figs. 2-5) containing 





Fig. ‘3—Testis of mouse showing heavy diguiiden of rane in some 
interstitial cells, presumably mainly histiocytes, without staining 
of the rest of the interstitial tissue. Note interstitial spaces con- 
taining fluid stained darkly with prussian-blue. Mouse received 
0-5 g. of iron (as imferon) per kg. of body-weight in a single intra- 
venous injection and was killed 4 days later. (Prussian-blue7and 
carmalum. x 148.) 
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y few histiocytes in 
the interstitial tissue, and blue-staining fluid in spaces. In one space 
fluid surrounds a medium-sized vessel, which contains ir taining 
plasma near the upper edge. Mouse received 05 g. of iron (as 
imferon) per kg. of body-weight in a single intravenous injection 
and was killed 4 hours later. (Prussian-blue and carmalum. x 148.) 





fluid which bathes islets of interstitial tissue. The 
staining in this fluid was initially as intense as that 
in the plasma; but, as the iron disappeared from the 
vessels, the fluid in the interstitial-tissue spaces continued 
to show much iron staining. With passage of time the 
endocrine interstitial cells exhibited increased iron stain- 
ing, and the number of cells with iron deposition com- 
parable to that of histiocytes also increased. These 
latter cells may be either proliferating histiocytes or the 
older endocrine interstitial cells that have become 
saturated with iron ; but, since little histiocyte prolifera- 
tion takes place in the testes after the administration of 
other iron preparations, the hypothesis of endocrine 
origin of these cells seems more likely. 
Discussion 

Though these experiments do not suggest that a 
significant amount of iron may accumulate in the inter- 
stitial cells of the testes after therapeutic administration 
of imferon in man, the early appearance of the compound 
in the histiocytes and fluid spaces of the testes is possible. 

In anwmia, however, the iron is probably soon 
mobilised for the synthesis of haemoglobin. 

Control experiments with saccharated fron oxide 
showed no iron in the interstitial histiocytes of the testes 
or in the fluid spaces until a few days after the injection, 
when some of the iron has been solubilised by the 
intravascular histiocytes which form the primary site of 
deposition. Thus, the early appearance of imferon iron 
in the histiocytes and fluid spaces of the testes suggests 
a smaller particle size. This was confirmed by the 
injection of the diffusible iron and ammonium citrate 
into mice. Owing to greater toxicity the doses given were 
much smaller, but histioeyte uptake was shown as early 
as 1'/, hours after the injection, and the fluid was 
visible in the interstitial spaces after an immediately 
lethal dose. 

The later stages in imferon siderosis lend themselves 
to different interpretations, but the continued presence 
of iron-staining fluid in the interstitial spaces suggests 
that iron is continually transferred from the histiocytes 
to the endocrine cells. The progressive increase of the 
total iron in the interstitial tissue in turn suggests that 
iron is also continually transported to the testes from 
other parts of the body. The iron compound apparently 
interferes with the normal metabolism of the endocrine 
cells. Whatever the mode of action, the iron complex 
damages the seminiferous tubules and upsets spermato- 
genesis. The mode of action is a matter for further 
investigation. 
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Fig. 5—Testis of mouse showing absence of iron staining from all 
interstitial cells including histiocytes. Compare normal seminiferous 





tubules and sper v4 with tubules in fig. |. Animal received 
0-5 g. Fe./kg. as saccharated iron oxide intravenously and was killed 
4 hours later. (Prussian-blue and carmalum. x 148.) 


The deposition of iron in the testes after the adminis- 
tration of imferon reminds one of the deposition of iron 
in the testes and testicular atrophy in hemochromatosis. 
No deposition of iron has been noted, however, in the 
pituitary gland, the thyroid gland, or the islets of 
Langerhans after the administration of imferon ; there- 
fore the mechanism of the two conditions must differ. 

The ovaries of mice did not exhibit unusual affinity 
for imferon, the deposition of iron in them being similar 
to that described previously for saccharated iron oxide 
(Nissim 1952b). 

Summary 


Massive deposition of iron took place in the interstitial 
cells of the testes in experimental siderosis of mice with 
imferon. 

This was associated with severe testicular atrophy and 
degeneration of the seminiferous tubules. 

I wish to thank Messrs. Benger for the imferon used in 
these experiments. 
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ACCIDENTAL INOCULATION WITH 
POLIOMYELITIS VIRUS 


W. F. Twintne McMatu 
M.D. Belf., M.R.C.P., D.P.H. 
PHYSICIAN-SUPERINTENDENT, NEASDEN HOSPITAL, LONDON 


THE development of poliomyelitis in laboratory workers 
exposed to virus has rarely been recorded. Sabin and 
Ward (1941) recorded the case of a laboratory associate, 
aged 35, who contracted paralytic poliomyelitis, probably 
in the course of her work on cynomolgus monkeys. Two 
laboratory workers were reported by Beller (1953) to have 
been accidentally infected in the eyes and nose with 
Lansing virus while inoculating mice with a virulent 
mouse-brain suspension ; both developed symptoms after 
fourteen days. 

In the following case a technician was infected through 
accidental abrasion of a finger. 

A laboratory technician, aged 22, was admitted to Hospital 
on Nov. 11, 1954. He had been employed in a research unit, 
and among his duties was the necropsy of animals dying 
after inoculation with poliomyelitis virus. On Nov. 1 he 
was removing the spinal cord from a monkey which had 
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become paralysed and had died after repeated intramuscular 
inoculation of a tissue-culture of propagated M.E.F.-1 strain 
of virus (type 2). The patient sustained a small abrasion of 
a finger with a bone spicule from the vertebral column ; this 
took three days to heal. He was given gamma-globulin 
15 ml. (1-5 g.) intramuscularly on the same day, and was 
quite well until Nov. 9, when he complained of headache and 
lumbar pain. The following day he also had pain and 
tenderness of abdominal muscles. 

On admission he had a temperature of 102°F, slight neck 
stiffness, and a positive Kernig’s sign. The neck stiffness 
cleared up the next day, but the tenderness and spasm of 
abdominal and hamstring muscles continued for another week. 
The erythrocyte-sedimentation rate was | mm. in the first 
hour (Westergren). White blood-cells numbered 3300 per 
c.mm. (70% polymorphs, 21% lymphocytes, 7° monocytes, 
2%, eosinophils). Lumbar puncture was not carried out on 
admission, but on Nov. 25 the cerebrospinal fluid contained 
250 lymphocytes per c.mm., 70 mg. protein per 100 ml., 
720 mg. chloride per 100 ml., and 70 mg. sugar per 100 ml. ; 
culture was sterile. The complement-fixation antibody investi- 
gations on serum taken on the third and twenty-eighth days 
of the illness did not by themselves lend convincing support 
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to a diagnosis of recent systemic infection with poliomyelitis 
virus. 

During the patient’s illness there was indefinite weakness 
of the extensor muscles of the fingers of both hands. His 
further progress was uneventful, and he was discharged for 
convalescence on Dec. 12. 

Poliomyelitis was not epidemic in the district ; and 
it is reasonable to assume that the patient contracted 
poliomyelitis by infection through the accidental scratch. 
The administration of gamma-globulin on the same day 
as the injury did not prevent the illness from developing 
after eight days’ incubation, though it may have lessened 
its severity. 

I wish to thank Dr. W. Wood for the history of the patient, 
especially with reference to the administration of gamma- 
globulin, and Dr. G. L. Le Bouvier, of the Virus Reference 
Laboratory, Colindale, for the serum complement-fixation 
antibody investigations. 
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ROYAL SOCIETY OF MEDICINE 


Osteoporosis 

THE section of medicine met on March with 
Sir HENRY COHEN, the president, in the chair, to discuss 
Osteoporosis. 

Dr. H. A. Sissons defined osteoporosis as a condition 
of bone where the supporting tissue was reduced, but 
remained highly mineralised ; and where sections did not 
reveal the broad osteoid seams which characterised 
osteomalacia. Osteoporosis was a non-specific patho- 
logical response. In examples of the local osteoporosis 
of disuse, where thin slabs of bone had been radiographed 
and then studied histologically, the initial lesions were 
found to be localised areas of osteoclastic bone destruc- 
tion; in the chronic stage the changes were more diffuse 
and the porotic bone showed neither destruction nor 
formation of bone. 

In Cushing’s syndrome an excess of adrenocortical 
hormone produced generalised osteoporosis. The bony 
trabecule were thin and reduced in number; excess 
osteoclasis was not apparent, but osteoblastic bone 
formation was diminished. Radiographs of slabs of the 
vertebral bodies showed that the trabeeculz at first lost 
their normal orderly arrangement and then broke under 
the force of compression so that the vertebral bodies 
collapsed. 
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Dr. Sissons regarded osteoporosis as an imbalance in 
the normal process of continuous bone destruction and 
formation in favour of destruction. 

Dr. C. E. Dent discussed diagnosis. He followed 
Albright’s definition—a deficiency of the protein matrix 
of bone without abnormalities in the mineral elements. 
The calcium, phosphorus, ané phosphatase contents of 
the blood were normal. He emphasised that the term 
was not to be used to cover any rarefaction of the bones, 
which could result from osteomalacia (where the calcifi- 
cation of bone was at fault), from hyperparathyroidism 
(where there was an abnormal removal of caleium from 
the skeleton), or from neoplastic diseases of bone. The 
diagnosis depended first on recognising that rarefaction 
of the skeleton had taken place. The early changes were 
purely radiographic, but collapse of vertebra could be 
diagnosed by finding a reduction in the distance from the 
crown to the pubis, which normally equalled that from 
the pubis to the heels, and in the distance from the crown 
to the heels, which normally equalled the span. In 
osteoporosis some vertebrae were more rarefied and 
distorted than others; in osteomalacia the vertebrae 
were moré evenly affected. The diagnosis of osteoporosis 


was by exclusion—a dustbin for those rarefactions of 
bone that could not otherwise be explained. Some cases 
were indistinguishable from the late form of osteogenesis 
imperfecta. 

Di. Dent had not had much success with treatment in 
"4 cases of idiopathic osteoporosis which he had studied in 
detail, but 1 had responded remarkably to repeated large 
infusions of plasma. 

. Dr. PauLt FourMAN discussed endocrine aspects. The 
present-day definition of osteoporosis had been .followed 
by several pupils of von Recklinghausen twenty-five 
years ago. Albright had sought to relate the condition 
to endocrine factors, and had suggested that the failure 
of the bone matrix could be the result of a lack of anabolic 
hormones, the *‘ N ’? hormone of the adrenal cortex and 
the gonadal hormones ; it could, on the other hand, result 
from an excess of anti-anabolic hormone, the ‘§” 
hormone of the adrenal cortex. 

Osteoporosis in old age was probably a manifestation 
of the normal atrophy of the tissues associated with 
ageing. It could be, perhaps, related to a failure of 
adrenal ** N ’’ hormone production. Senile osteoporosis 
was much commoner in women, and when it appeared 
early it was called postmenopausal; but Dr. Fourman 
doubted whether it could be attributed to a lack of 
cestrogens, although cestrogens often relieved the pain. 


The response to androgens was better still, but it was 
rare to find that the hones became denser. 
Dr. Fourman demonstrated the osteoporosis of 


Cushing’s syndrome and of acromegaly, and mentioned 
the esteoporosis of diabetes. Thyrotoxicosis did not 
produce osteoporosis as the speakers had defined it, but 
it produced an excessive osteoclasis. On the other hand, 
eretins sometimes had osteoporosis, and. he had seen it 
in a patient with myxedema. He thought osteoporosis 
was a non-specific response to various different 
disturbances in the nutrition of the tissues. 

In the discussion, Dr. DonaLD HuNnTER emphasised 
that further advance depended on finding ways of 
measuring the changes. He appealed for the use of the 
band-saw in the necropsy room. Dr. A. W. SPENCE 
agreed with Dr. Hunter that in thyrotoxicosis there was 
excessive bone destruction. He asked whether with 
methyl androstenediol one might achieve the same 
benefit as with androgens, without the complication of 
masculinisation. Dr. B. E. C. NORDIN suggested that the 
atrophy of the bones in osteoporosis might be in pro- 
portion to the atrophy of other protein tissues, and that 
osteoporosis was but a symptom of disease affecting the 
whole body. Insufficient attention had been paid 
to possible changes in the polysaccharides of bone 
matrix. 
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Reviews of Books 





Pediatrics for the Practitioner 
Vol. 1, m1, m1, anc Index. General editors: WILFRID 
GAISFORD, M.D., M.SC., F.R.C.P., professor of child health 
and pediatrics, University of Manchester; REGINALD 
LIGHTWOOD, M.D., F.R.C.P., D.P.H., director of pediatric 
unit, St. Mary’s Hospital medical school. London: 
Butterworth. 1955. Pp. 1849. £13 10s. the set. 


THis ambitious work has now been completed by the 
publication of the third volume, the first having appeared 
in 1953. It epitomises the increasing emphasis on the 
promotion of good health in childhood, and is the first 
major pediatric textbook to be written specially for 
general practitioners. 

It is comprehensive without being detailed, and 
embraces such subjects as growth and development, the 
care of the newborn and normal child, social medicine, and 
psychology, as well as general medicine and surgery. There 
are also chapters on disorders of the skin, eyes, ear, nose, and 
throat, and teeth. The fifty-two contributors, under the 
general editorship of Professor Gaisford and Dr. Lightwood, 
have concentrated on practical aspects, particularly the 
diagnosis and treatment of the common disorders of infancy 
and childhood; rare conditions are mentioned briefly to 
complete the picture. Special attention is given to domiciliary 
treatment by the genéral practitioner, because the discovery 
of more potent drugs is increasing the proportion of illnesses 
which can be treated successfully at home. This work is to 
be kept up to date by supplements which should enable the 
practitioner to keep abreast of changes. 


too 


These volumes, well produced and liberally illustrated, 
should prove of great value to general practitioners in this 
important and satisfying field of medicine. 

Biochemical Determinants of Microbial Diseases 
Rent J. Dusos, The Rockefeller Institute for Medical 


Research. Cambridge, Mass.: Harvard University 
Press. London : Oxford University Press. 1954, Pp. 152. 
28s. 


THE substance of this book is a series of lectures given 
in 1953 on the occasion of the award of the Warren 
triennial prize of the Massachusetts General Hospital. 
In The Bacterial Cell (1945) Dr. Dubos examined some 
of the problems of infectious disease in relation to the 
form and habits of the parasites. In this book his inquiry 
is directed to the part played by the host’s internal 
economy in the prevention or encouragement of damage 
by the parasites. Together the two works are a distin- 
guished ornament to the ‘‘ newer bacteriology.”’ The 
keystone of the argument lies in the sentence ** infection 
is in many cases the normal state; it is only disease 
which is abnormal.’’ It is the end of the old anthropo- 
morphic view that simplified all infectious processes to a 
war between an intact body and innumerable hostile 
invaders. 

Although much of the evidence is chemical the outlook is 
that of a biologist, and indeed some of the matter is drawn 
from fields outside the experience of most bacteriologists. 
Dr. Dubos modestly but sternly refuses to make dogmatic 
generalisations, but throughout there flows a sparkling stream 
of suggestive hints and theses presented for disputation. 

It is a very proper book to put in the hands of him who 
imagines that all the fields for research are already under 
cultivation. Others will regret their limitations of time and 
intellect but be grateful to the author for an exciting experi- 
ence. The writing is lucid if sometimes inelegant. The make-up 
is pleasant, but the price lamentably high. 


The Histopathology of the Respiratory Tract in Human 
Influenza 
J. F. Pa. Hers, m.p. 
1955. Pp. 77. 
Tuls is an excellent monograph. It records a detailed 
examination of the epithelium of the respiratory tract in 
twelve cases of influenza, of which seven were complica- 
ted by infection with staphylococci and five with other 
bacteria. The changes are compared with those found in 
four cases of fatal infection with Haemophilus influenze 
and pneumococcus unassociated with influenza virus. 


Leiden: H. E. 
17.50 Dutch florins. 
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The coincident focal necrosis and regeneration is typical 
of, but not confined to, influenza ; for the same appear- 
ances have been found in measles and varicella. Exami- 
ning smears of tracheal epithelium is valuable for rapid 
post-mortem diagnosis; and characteristic cytological 
changes can be recognised in the sputum during life. 
The monochrome reproductions of the photomicrographs 
are good; and the method of placing them at the back 
of the book is unusual and effective. 


A Therapeutic Index 
C. M. Mrtier, M.p. Lond., M.R.c.P., consultant physician, 
Sefton General Hospital, Liverpool ; B. K. ELLENBOGEN, 


M.D. Lpool, M.R.C.P., senior medical registrar, Royal 
Southern Hospital, Liverpool. London: Bailliére, 


Tindall, & Cox. 1955. Pp. 148. 12s. 6d. 


IN this gallant attempt to compress modern therapeutic 
opinion into the space of a pocket-sized volume Dr. 
Miller and Dr. Ellenbogen have achieved comprehensive- 
ness without undue sacrifice of detail: no mean feat, 
for the territory is immense, the byways innumerable, 
and the main thoroughfares themselves sometimes hard 
to follow. By describing only the more prominent land- 
marks (ancient monuments excepted) they have provided 
the young houseman or practitioner with a sensible and 
reliable Baedeker. The book is likely to prove most 
valuable in emergencies, when there is no time to 
consult the larger textbooks; but it will also be read 
with profit in moments of leisure, for it contains some 
useful hints on practical procedures and therapeutic 
diets. 


Il Sistema Istiocitario 
Pretro FRANCESCHINI. Florence : 
Salpietra. 1954. Pp. 883. L. 12,000. 


Tuts is a Florentine cimento, a ‘‘ bold venture,’’ by an 
anatomist and surgeon distinguished for his studies on the 
histiocytic tissue of synovial membrane, the reactivity 
of the peritoneum, and the histiocytic structure and 
function of the leptomeninges. Dr. Franceschini is a 
pupil of Chiarugi and Banti, and his book will interest 
specialists in many branches of physiology and patho- 
logy. The book is a comprehensive account of the reticulo- 
endothelial system, and a valuable record of much fine, 
though little-known, Italian research. 


Edizioni Scientifiche 


The first half deals with general topics, such as the relation 
of the reticulo-endothelial system to tissue permeability, 
blood-coagulation, the destruction of erythrocytes, infectious 
diseases, antibodies, intermediary metabolism, occupational 
and systemic diseases, and antineoplastic resistance. The 
second half is specialised, and includes chapters on the 
reticulo-endothelial system in the foetus and placenta, skin, 
bone, synovial membrane, and peritoneum. An appendix 
describes the part of the microscope in the history of biology. 
Like many of his medical compatriots, Dr. Franceschini has 
a historical sense, which he reveals with grace and modesty ; 
with them he also shares a taste for controversy and a 
passionate concern for precise terminology, exemplified in a 
whole chapter on the definition of the reticulo-endgthelial 
system. The chapter on Banti’s disease will be of wide interest 
outside Italy. It is a relief to find that we are not the only 
people who do not know what Banti’s disease is; an Italian 
has concisely defined it as the tormented history of a genial 
pathogenetic conception. 


The book has 270 illustrations and ample subject and 
author indexes; it is well printed on good paper, and 
strongly bound. 


Studies on Fertility.—This sixth volume of the proceedings 
of the Society for the Study of Fertility, hitherto published in 
journal form, includes papers read at the conference held by the 
society in London last year. The editor is Prof. R. G. 
Harrison, D.M. (Oxford: Blackwell Scientific Publications. 
1954. Pp. 151. 21s.). 


Fat Metabolism.—The Johns Hopkins Press, Baltimore, 
has published a symposium on this subject, which was one of 
a series of conferences sponsored by the M. & R. Laboratories, 
Columbus, Ohio. The editor is Mr. Victor A. Najjar. It is 


published in this country by the Oxford University Press. 
Pp. 185. 
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a modern anthelmintic 
in Elixir form 


The treatment of threadworm infestation has always been 
tedious and troublesome with a very low rate of cures and 
a high incidence of re-infection. 

The use of Helmezine Elixir greatly simplifies the treatment of 
threadworm infestation and eliminates the need for the 

use of enemas, suppositories, purging and starvation. 
Helmezine Elixir is well tolerated even by young 

children. It is palatable, easy to administer and rapidly effective. 


HELMEZINE Alixir 


Each teaspoonful (4 c.c.) contains piperazine citrate equivalent to 
500 mg. of piperazine. Bottles of 4 fluid ounces. 
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Nomenclature and Colon Disorders 


Strupy of inflammatory conditions in the colon is 
bedevilled by the nomenclature, or the lack of it. 
Because of the naked-eye appearance of the large 
bowel of patients with chronic non-specific diarrhcea 
Wiiks and Moxon ! introduced the term ulcerative 
colitis. The name having been given, the condition 
was assumed to be a disease sui yeneris. Consequently 
the question is not uncommonly asked: What 
is the cause of ulcerative colitis ?; whereas the causes 
are probably many. There was BARGEN’s bacillus ; 


there is the school of allergy ?*; there is evidence . 


that physical * and chemical ® * agents can precipitate 
the condition; and long ago SYDENHAM ” stated : 
‘Sometimes though very rarely, it happens that a 
dysentery, not rightly cured originally, shall afflict 
a particular patient for many years ’—an observation 
supported by Srewart,* FELSEN and Wo .arsky,’ 
and Hurst.'® All these explanations may be right : 
certainly the histological evidence would support 
them all, for in the first instance ulcerative colitis 
appears to affect the mucosa, which like the skin 
may be subject to many forms of trauma and once 
severely damaged may remain unhealed. 

Confusion has been increased by the response to the 
need for more titles. When CRroun ! first described 
14 cases of regional ileitis the mame seemed to be 
no problem ; but later it was realised that the colon 
could be involved, with or without a small-bowel 
lesion, and then the terms “regional enteritis’ or 
‘regional colitis ’’ were brought into use. ‘‘ Regional 
colitis ** can also indicate ulcerative colitis proper ; 
and BarGEN, who is convinced that ulcerative colitis 
starts in the rectum, has used this term for cases 
in which that organ is not involved. “ Regional 
(segmental) colitis,” he says, ““ may be defined as an 
inflammatory disease of unknown etiology involving 
initially one or more segments of the large intestine, 
exclusive of rectum and recto-sigmoid, either as a con- 
tinuous lesion or as multiple discontinuous lesions” !” 
—a definition that includes both Crohn’s disease 
and ulcerative colitis. Some may indeed regard with 
reserve the separat ion of Crohn’s lesion from ulcerative 
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Yet there are clear differences. To the naked 
eye they do not resemble each other; for, in contra- 
distinction to the findings in ulcerative colitis, in 
Crohn’s disease the bowel wall is thickened throughout 
all layers, the bowel tends to adhere to adjacent 
viscera and to become the site of fistula, and the 
limits of the lesion are well defined except for minute 
ulcers which are sometimes seen beyond the area 
of gross change.'* The histological evidence of 
WaRREN and SoMMERS ° suggests that morphologically 
Crohn’s disease is quite distinct from ulcerative 
colitis, while HADFIELD '* maintains that in Crohn’s 
disease mucosal ulceration is a secondary change 
not present at the outset. In ulcerative colitis the 
ileum may be involved as in Crohn’s disease ; but 
BrookE ‘13 has shown that such involvement is 
incidental to the destruction of the ileocswcal valve 
by long-standing disease—a finding confirmed by 
InBERG.!> Clinically, the complications of arthritis, 
iritis, and skin lesions are found only in ulcerative 
colitis. CrRoHN himself, reflecting on 562 personal 
cases, still feels justified in classifying the condition 
named after him as a pathological and clinical 
entity.!® 
Cooke and Brooke!’ have’ now given a fuller 
account of a condition not unlike ulcerative colitis 
which they had already mentioned briefly.’* Steator- 
rhoea is not a feature of ulcerative colitis even when 
the terminal ileum is invaded, unless there is associated 
pancreatitis. Cooke and Brooke have seen 16 
patients with frank steatorrhcea in whom there was 
radiographic and sigmoidoscopic evidence of colitis. 
In 2 cases diffuse ulceration of the small bowel was 
found at necropsy. There was little or no thickening 
of the wall of the small gut, and indeed there was 
no evidence of the lesion there until the intestine was 
opened for inspection ; in this respect it differed from 
Crohn’s disease. [leitis secondary to ulcerative colitis 
is limited in extent and rarely involves more than a 
foot of intestine, but in their patients with steator- 
rhea the small bowel was involved throughout. 
In the colon the right side seems to be attacked first ; 
the inflammation then spreads distally. They there- 
fore suggest that the colitis is secondary to the small- 
bowel disorder. The importance of this unusual 
condition lies in its close resemblance to ulcerative 
colitis—particularly that subgroup previously called 
right-sided colitis which, CookE and BRooKE suggest, 
may be the same disease. The usual surgical treat- 
ment of ulcerative colitis proper may bring disaster 
in such cases; they argue that deaths from ileitis 
after ileostomy have included cases in which this 
condition was mistaken for ulcerative colitis and 
the small-bowel lesions passed unnoticed. Mean- 
while yet another name has been added to the 
terminology ; for what was at first called ileocolitis ** 
CooKE and BrRooKE now use the term non-specific 
enterocolitis. Ileitis secondary to ulcerative colitis 
could perhaps be suitably termed colo-ileitis, thus 
reserving ileocolitis or enterocolitis for conditions in 
which the small intestine is known to be affected 
primarily and the disease usually spread ads distally. 


colitis. 
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Diuresis from Carbonic Anhydrase Inhibition 

Tue side-effects of the early sulphanilamides 
included a metabolic hyperchlorze mic acidosis } 
associated with alkaline urine ? and increased urinary 
excretion of sodium and potassium.? 4 Later MANN 
and Kerr ® showed that sulphanilamide and its 
amino-substituted derivatives inhibited specifically 
the enzyme carbonic anhydrase, which was demons- 
trated in the renal cortex.6 HosBer? linked these 
various observations by adding sulphonamides to 
fluid perfusing frog kidneys and showing that the 
normally acid urine was rendered alkaline by deriva- 
tives capable of inhibiting carbonic anhydrase. 
Prrrs and ALEXANDER ® proved conclusively that 
acidification of urine depended on the active 
secretion of hydrogen ions into the tubular urine by 
cells of the renal tubules. Sulphanilamide given to 
acidotic dogs both alkalinised the urine and increased 
excretion of bicarbonate-bound base. These studies, 
and their subsequent extension by Prrrs °!° and 
Beruiner et al." have provided considerable 
insight into renal tubular mechanisms concerned with 
conservation of base. It is now believed that one of 
the most important mechanisms by which Na* 
is reabsorbed from the glomerular filtrate is by 
exchange with H* and K* secreted into the lumen 
by tubule cells; whether the cation exchange of 
Na* is predominantly with H* or K* is apparently 
determined by the relative availability of these two 
ions within the tubular cells..% Availability of renal- 
cell H+ is determined by carbonic anhydrase through 


the following reaction sequence : 


‘ 
secretory 
exchange with Na* 


carbonic 
H,O + CO, H,CO, = HCO, 


anhydrase 


Nothing is known of the biochemical mechanisms 
involved in the H+/Na* cation exchange ; but when 
available H+ is reduced by carbonic-anhydrase 
inhibition or by reduction of CO, tension,'* the 
over-all tubular reabsorption of Na* is reduced and 
sodium excretion increases. Obviously, one way of 
promoting the renal excretion of sodium would be 
by deliberate inhibition of carbonic anhydrase. 

“The possible therapeutic value of the diuretic 
action of sulphanilamide was recognised by 
Scuwartz,!® who administered the drug to patients 
with congestive cardiac failure and recorded increased 
urinary output of sodium and potassium, together 
with significant loss of weight. But, though the 
results were promising, the drug was too toxic in 
the large doses that were needed. Since 1950 a 
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relatively non-toxic heterocyclic sulphonamide, aceta- 
zoleamide (2-acetylamino-1, m - thiadiazole- 5-sulphon- 
amide, compound ‘ 6063’ ‘ Diamox ’) has been 
intensively investigated.1*-26 Acetazoleamide is a 
highly potent reversible inhibitor of carbonic 
anhydrase which can be given by mouth. It is 
absorbed rapidly and is stable in the body; it is 
excreted relatively slowly by the kidneys, and more 
than 70°, of the administered dose is recovered in 
the urine within twenty-four hours.”* After a single 
dose of 250 mg. the rate of excretion of sodium, 
potassium, bicarbonate, and water increases; the 
urine becomes alkaline ; and excretion of ammonia 
and titratable acid is reduced.'§ 712325 = Which 
cation is principally excreted with bicarbonate 
depends partly on previous dietary intake; in 
potassium deficiency sodium-bicarbonate excretion 
is favoured,’ and in sodium depletion potassium- 
bicarbonate excretion.” Toxic effects are uncommon 
and and slight.2* Drowsiness, or even quite deep 
sleep, has been experienced by some patients in most 
large series studied '® 171926; and apparently harm- 
less parzesthesiz, in the form of tingling or numbness 
in hands and feet or about the mouth, are not 
uncommon.'§ !7 22 26 More serious cerebral symptoms, 
such as toxic psychosis, are exceptional.**> Together 
with the other toxic symptoms, they suggest a direct 
action of the drug on the nervous system ; they are 
reminiscent of the occasional toxic psychosis and. 
polyneuritis produced by the parent sulphanilamide. 
The drowsiness and parzsthesiz subside after with- 
drawal of the drug. No peripheral motor symptoms 
have been recorded. Only one case of agranulocytosis 
has been recorded ; the patient recovered.*7 

It is thus evident that acetazoleamide has theoretical 
pharmacological qualifications as an oral diuretic. 
All workers agree that a single dose in healthy people 
or cedematous patients will produce the diuretic 
effects already described ; the maximal rate and total 
amount of bicarbonate excretion after a single dose 
show the usual logarithmic relation to dosage both 
in man”! and in the dog. 25 But most workers 
also agree that the drug becomes ineffective on 
repeated administration, owing to the development 
of hyperchloremic acidosis.'* 1* *°?6 The diuretic 
effect is determined by the amount of bicarbonate 
filtered by the renal glomeruli,”4 7% and either a 
reduction in plasma-bicarbonate level or the reduction 
in glomerular filtration-rate that accompanies cardiac 
failure will reduce the diuretic response. Since the 
drug produces hyperchloremic acidosis it is self- 
inhibitory ; and, in balance experiments, continued 
administration produces no increase in sodium excre- 
tion after the first day, although a slight sustained 
negative potassium balance may result.187225 At 
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first sight, therefore, the theoretical pharmacological 
qualifications are not borne out by clinical trial ; 
but, as often happens, clinical use introduces variables 
not anticipated in the controlled experiment, and 
published clinical reports neither entirely support 
the pessimistic conclusions of the clinical investigator 
nor agree with each other. Consequently it is not yet 
possible to assess the drug as a diuretic, or to suggest 
suitable dosage. Opinion on diuretic effectiveness 
varies from virtual nihilism *! to considerable enthu- 
siasm 181722; and dosage has ranged from a single 
tablet of 250 mg., with at least a day between doses, 
to the continued administration of up to 6 g. a day.™ 

Amid this uncertainty a few points stand out 
clearly. With moderate continued dosage (up to 
2 g. a day in divided doses) no impressive diuretic 
response may be obtained in congestive cardiac 
failure due to hypertension or valvular disease '* 7! ; 
but in “ resistant ” cases the drug may none the less 
alkalinise the urine and promote the excretion of 
large amounts of potassium.'**! This potential 
hazard should be borne in mind; and although 
potassium deficiency from this cause has not yet been 
recorded in man, it has been produced experimentally 
in the dog. 25 Patients previously resistant to 
mercurial diuretics may regain responsiveness when a 
relatively ineffective course of acetazoleamide has pro- 
duced hyperchloremic acidosis.1® Better therapeutic 
results seem to be obtained with moderate dosage in 
patients with congestive cardiac failure due to 
cor pulmonale 2° 2°; a significant clinical diuretic 
response may ensue in about a half of such patients.?° 
This better response is understandable if diuresis is 
determined by the load of bicarbonate filtered by 
the glomeruli. The high plasma-bicarbonate level 
in respiratory acidosis is determined by the high 
carbon-dioxide tension in the renal parenchyma *° ; 
consequently, it may be found that larger doses of 
acetazoleamide are needed to inhibit renal carbonic 
anhydrase in cor pulmonale. The urine reaction and 
the rates of excretion of ammonia and titratable 
acid return to normal during continued acetazole- 
amide treatment § 24 2325; and so, although there 
is continued systemic acidosis, there are no secondary 
effects on calcium and phosphorus metabolism such 
as occur with the hyperchloremic acidosis of renal 
tubular acidosis.”* 

When acetazoleamide leads to a successful diuretic 
response in cor pulmonale *° or in other types of 
congestive failure,” with weight loss and disappear- 
ance of cedema, it has obviously set off the renal 
excretion of chloride im addition to bicarbonate. 
Nothing in the experimental investigations of the 
drug lead one to expect this effect, and there is need 
for careful documentation of the pattern of urinary 
excretion during the development of such responses. 
Other aspects of chloride metabolism during acetazole- 
amide therapy warrant further investigation. The 
hyperchloremic acidosis of continued drug administra- 
tion develops without change in external chloride 
balance,!8 2! 25 and it is usually ascribed to contraction 
of extracellular-fluid volume after the renal loss of 
sodium bicarbonate ; yet the findings of Lear et al.'® 
suggest that a similar acidosis may ensue in patients 
showing diuresis only of potassium bicarbonate. 


This explanation of the development of hyper- 
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chloremia, and the identical explanation offered for 
the hyperchloremia of renal tubular acidosis,3° 
seem a little too facile. It used to be thought that the 
hypochloremia of potassium deficiency was the 
outcome of a negative chloride balance ; we now know 
that this change may be associated with an actual 
chloride retention,* and during development of 
potassium deficiency chloride may be transferred 
into the inulin space from some other source of body 
chloride.** Is it possible that shifts of body chloride 
take place during acetazoleamide therapy ?. Why 
should hyperchloremia persist during therapy once 
the urine pH and excretion of ammonia and titratable 
acid have returned to normal? What renal change 
conditions this tolerance of a high plasma-chloride 
level ? These questions are far from purely academic ; 
for we cannot hope to dispose of massive cedema 
unless we promote the excretion of chloride in addition 
to that of sodium. 


Annotations 





EFFECTS OF EXPOSURE TO NUCLEAR RADIATION 

On March 1, 1954, a ‘“‘ very large thermonuclear 
device’? was exploded at Bikini, an atoll in the 
western Pacific. .The resultant cloud of radioactive 
material drifted down wind and eventually settled over a 
cigar-shaped area some 220 miles long and up to 40 miles 
wide. Instruments had been placed at intervals over the 
predicted area of fall-out, enabling the American scientists 
to measure the intensity of the radiation at different 
points, and to calculate the number of casualties there 
would have been had the area been populated. They 
estimated that up to 140 miles down wind from the 
explosion the radioactivity would have sufficed to 
threaten the lives of all unprotected persons who failed 
to take any precautions whatsoever; 160 miles down 
wind, about half the number of unprotected persons 
might have survived; while 220 miles or more down 
wind, even those exposed to the radioactivity for as long 
as forty‘eight hours would have stood a good chance of 
survival.** In actual warfare, the number of casualties 
could be much reduced by taking immediate cover, and 
also by prompt decontamination: even such simple 
measures as thoroughly bathing the exposed parts, 
changing the clothing, and avoiding the ingestion of 
contaminated food may often save life. Nevertheless, 
the predictions gave some idea of what a single large 
bomb might do—at least to an unprepared and unin- 
formed population. 

As everyone now knows, partial confirmation of the 
scientists’ calculations was not long in coming. On the 
day of the test a Japanese fishing vessel, the Fukuryu- 
Maru, had been operating within 100 miles of the 
explosion. The crew of 23 saw the flash, and observed a 
column of white cloud rising rapidly into the sky. About 
three hours later, a white powdery ash began to fall on 
the boat, and it continued to fall for several hours. After 
a few days, the fishermen noticed that those parts of their 
skin which had been touched by the ash had become 
dark red and swollen*; and on their return to port a 
fortnight later the entire crew was found to be suffering 
from radiation sickness. They were admitted to hospital, 
where their progress was studied by members of the 
clinical division of the Japanese Research Council of 
Radiation Sickness. 
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The initial symptoms were the same as those which 
had been observed among casualties at Nagasaki and 
Hiroshima. Some of the men began to have headache, 
vomiting, and diarrhea within a few hours of their 
exposure to the ash, and in many of them depilation 
started before their return to port. In the first month, 
exhaustion and anorexia were prominent symptoms ; 
some developed fever of up to 102°F, and others showed 
a mild hemorrhagic tendency. Radiation dermatitis 
was present in almost every case. Blood-examinations 
in all cases revealed greater or lesser degrees of leuco- 
penia, erythropenia, and thrombopenia, and an increase in 
the coagulation-time ; in 5 of the men, the leucocyte- 
count fell within the first month to 1000 per ¢.mm. In 
August one of the men developed jaundice, and he died 
on Sept. 23. Extensive studies on the spermatozoa of the 
other 22 men showed in all cases a gradual reduction in 
the spermatozoa-count, a diminution in the motility, and 
an increase in the proportion of deformed spermatozoa. 
By last December (nine months after the Bikini test) 
the spermatozoa-count had in every case fallen to zero. 

No aspect of nuclear radiation is at present causing 
more concern than the harm it may do to future genera- 
tions. Clearly, the effect of exposure to doses of any 
magnitude is to produce a serious disturbance of spermato- 
genesis, possibly leading to sterility which, though not 
permanent, may last more than two years (as in some of 
the Hiroshima and Nagasaki victims). But the real 
hazard is of course far more serious. Radioactivity of 
all kinds has been found to cause an increase in the 
mutation-rate in all animals and plants in which it has 
been tested; and, since most mutations of genes are 
harmful, the result of irradiation is that after several 
generations the incidence of abnormalities is raised. 
Geneticists are still uncertain of the threshold-level of 
irradiation below which the mutation-rate is not 
increased ; and conceivably this may be only a little 
higher than that produced naturally by existing radio- 
active material in the soil, water, and air. What is 
known, however, is that as a result of the 60-odd nuclear 
detonations to date, the total radiation received by the 
world’s population has measurably increased **; and each 
future explosion will raise the total still further. The 
exposure of each American citizen has been calculated 
as having increased by an amount equivalent to that 
received during one chest radiograph (0-Ir) *°; in this 
country, it is said, the corresponding figure would be 
about a third of this.44 The point at issue, however, is not 
what radiation is being received by the chest but what 
radiation is being received by the gonads. The doses in 
question are, of course, far lower than those which 
radiologists working with radioactive materials consider 
dangerous, but it has already been argued that, since 
vast numbers of the world’s population are at risk, the 
possibility that the genes of some individuals have 
already been damaged cannot wholly be ruled out. 
Opinion differs widely : and Mr. Iain Macleod, speaking 
for the Government, stated last week that the increase 
in radioactivity to date is most unlikely to have had 
any appreciable genetic effect. But the fact that the 
recent white-paper on defence did not even refer to the 
subject does not suggest any great eagerness on the part 
of the Government to supply discouraging information. 

Clearly the evidence is far from complete, as regards 
both the effect of radiation on the present generation, 
and the possible effects on generations in the future, 
But, whether or not the test explosions have yet done any 
permanent harm to the human race, it seems likely that 
their continuance will eventually do so; for Prof. 
Joseph Rotblat *® calculates that explosion of hydrogen 
bombs at the modest rate of 2'/, per annum would in 
thirty years double the natural level of radiation. As 
for full-scale warfare with these weapons, he says that 
34. See Times, March 23, 1955. er ie 


35. Rotblat, J. Atomic Scientists’ Journal, March, 1955. See 
Manchester Guardian, March 24 
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‘it is no longer a question of two nations, or groups of 
nations, devastating each other, but of all the future 
generations of all nations who will for ever pay, through 
disease, malformation, and mental disability for our 
folly.” 
ELECTROCARDIOGRAPHIC CHANGES IN 
INFARCTION 

THE electrocardiographic diagnosis of infarction still 
depends on recognition of abnormal patterns in the 
twelve conventional leads. Attempts by vector analysis 
to integrate the deflections of body-surface leads into a 
‘single expression of the electrical forces of the heart have 
proved informative, but this method is too complicated 
for clinical practice. Grant and Murray! have proposed 
a method by which the surface of the chest is divided 
into areas of positivity and negativity, and a simple 
correlation is established between the cardiac vector and 
the deflections of the electrocardiogram. The deflections 
of precordial leads can be compared with those produced 
at the surface of a cylinder by an electrical dipole at its 
centre, and will be at zero when the axis of the lead is 
perpendicular to the eardiac vector. By plotting a number 
of zero points for different instants of QRS (0-01 sece., 
0-02—0-04 sec.) Grant and Murray constructed “a null 
conteur ’’ on the chest of healthy people, with a positive 
area anteriorly and to the left and an extensive negative 
or **Q”’ area to the right and posteriorly. 

They found that the essential feature of infarction in 
conventional electrocardiograms was the encroachment of 
the Q area for the first 0-04 sec. of QRS on to the left and 
anterior part of the chest. From an admittedly small 
number of cases they concluded that the mean 0-04 sec. 
vector was abnormal when it was directed 45° away 
from and posterior to the mean QRS vector; or, in 
anatomical terms, when it was directed away from the 
left ventricle instead of from the mitral/aortic orifice. 
Comparing the electrocardiograms of 180 cases, Grant 
and Murray determined the “‘ infarct vector ’’ by sub- 
tracting the post-infarction from the pre-infarction vec- 
tor, and found that it was directed away from the 
damaged part of the electrical field deforming the first 
0-04 sec. of the QRS complex in almost every case. They 
located the electrical defect in the heart by this method 
and found fairly close agreement with the conventional 
anatomical localisation. Divergencies with diaphragmatic 
and anterolateral lesions were probably due to the direc- 
tion of the pre-infarction vector. Two types of alteration 
of the terminal 0-02 sec. vector of QRS were found—one 
in a direction opposite to that of the initial vector, and 
the other in the same direction. There was evidence sug- 
gesting that peri-infarction block without Q@Rs prolonga- 
tion was responsible for the former, and complete trans- 
mural electrical defect for the latter. The field defect in 
all these cases of infarction was on either the anterior or 
the diaphragmatic surfaces of the left ventricle and was 
distributed along the line of the interventricular septum. 

Grant and Murray insist that the electrocardiogram 
records electrical rather than anatomical localisation of 
myocardial damage, and that the agreement with 
empirical anatomical localisation is incidental. The fact 
that even with multiple infarction there is only one Q 
area proves, they think, that each lead records the sum 
of all the electrical forces at its particular point on the 
body’s surface rather than the potentials of the under- 
lying myocardium. Prinzmetal and his associates,? on 
the other hand, strongly support Wilson’s ‘“ window ”’ 
concept of the Qs waves in infarction; in dogs with 
infarction produced by coronary-artery ligation, they 
recorded identical Qs waves from epicardial, intramural, 
and cavity leads over areas of completely functionless 
muscle. But that this is not the only explanation of the 
gs complex was suggested by the rather unexpected 
finding of similar cardiograms, differing chiefly in depth 





1. Grant, R. P., Murray, R. H. Amer. J. Med. 1954, 17, 587. 
2. Prinzmetal, M., Kennamer, R., Maxwell, M. Ibid, pp. 610, 614. 
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and steepness of the Qs wave, from infarcts where there 
was both clinical and histological evidence of some 
muscle activity. Seeking another explanation, Prinzmetal 
and his associates recorded direct electrocardiograms 
from parts of the ventricle which had been progressively 
damaged by burning or exc.sion. When only subepi- 
cardial muscle was damaged R waves were still recorded, 
but when the outer third of the ventricular wall or the 
deeper areas were involved R waves were replaced by 
Qs waves. These observations suggested that the sub- 
endocardial muscle, probably because of its rapid 
depolarisation, contributes nothing to the R wave in an 
epicardial lead, and that Qs leads can be produced by 
subepicardial as well as by transmural infarction. Prinz- 
metal and also Grant and Murray confirm the practical 
diagnostic importance of QS waves and Q waves of 0-04 
sec. as signs of infarction, but seem to contradict each 
other on the theoretical aspect. The difference may be 
explained by the use of direct leads by Prinzmetal and 
of body-surface leads by Grant and Murray. This work 
helps to explain some of the limitations of cardiographic 
diagnosis. 
THE GREAT SCHISM 

For some years microbiological circles have been 
stirred by a debate, on the function of the bacterial 
flagellum, between Prof. A. Pijper on the one side and 
almost all the world on the other.! This heretic believes 
that, far from being the organ of locomotion, the 
flagellum is a trailing appendage of an automotive cell ; 
and his evidence is formidable. Oddly enough, throughout 
the argument little attention has been paid to the 
detailed structure of flagella, apart from some pictures 
from the electron microscope which are more elegant 
that informative. Now Leifson and his colleagues ? 
have shown that in stained preparations the flagella 
of proteus have in the main two distinct and well- 
defined shapes. What they call ‘‘ normal’’ is an open 
spiral (or zigzag) of two to three waves: “ curly ”’ 
is a tighter spiral (or zigzag) of four to six waves. The 
two may be found on different flagella of the same 
bacterium, and there are two rarer types. Which type 
is seen is influenced to’some extent by the environment 
in which the bacterium has grown. The wave-lengths 
of each type of curve are remarkably constant for the 
same species of bacterium. Almost simultaneously 
Pijper* has published a note on the same subject, 
based, as always, on observation of the living bacillus 
illuminated on the dark field by sunlight. He confirms 
his original statement that as a general rule the bacterium 
advances by a spiral movement of its body with the 
flagellum sticking straight out behind, like an otter’s 
rudder. (In the photographs this always seems a bit 
fuzzy.) Under circumstances which he has not yet 
defined, this straight tail shortens and assumes a spiral 
shape which may have one of two wave-lengths, one 
twice as long as the other. Initially the change is 
reversible, but in the end the organ always finishes as 
a helix or splits into fine helicules. These may whirl 
about for a short time and thereby give some erratic 
movement to the bacterium (quite distinct in Pijper’s 
view from true motility), but their development is 
associated with stiffening of the body and final immobility. 

A cautious view suggests that these two reports 
describe the same phenomena modified by differences 
in method. If the development of Pijper’s helicules is 
always associated with death, or at any rate immobility, 
it is not surprising that they should be the structures 
seen in stained preparations. He says that they may 
appear to move to any part of the cell wall, which would 
explain the lophotrichous and peritrichous arrangements 
so loved by the systematists. What he does not mention 
is whether these helicules retain the wave-length of the 
helix from which they derive. Leifson has carefully 





1. See Lancet, 1946, ‘ii, 871; Ibid, 1948, ii, 860; Ibid, 1949, i, 
1013; Ibid, 1952, i, 88. 

2. Leifson, E., Carhart, S. R., Fulton. McD. J. Bact. 1955, 69, 73 

3. Pijper, A. Nature, Lond. i955, 175, 214. 
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measured the wave-lengths of his two forms of curve, 
but does not call attention to what is clear from his 
figures—that the wave-length of ‘‘ normal’’ curves is 
always about twice that of “‘curly.” In comparing 
results obtained by methods so different it would be 
unfair to ask for complete agreement, but it is a fair 
guess that Leifson’s flagella are Pijper’s helicules. Is 
the fuzziness of Pijper’s rod-like flagellum due to its 
being made up of a sheaf of flagellella? And is this the 
beginning of the end of the great schism ? 


THE EVIL SPIRITS 

Many distinguished bacteriologists and immunologists 
have talked optimistically of the problem of infectious 
diseases as virtually solved; and in his presidential 
address to the American Association of Immunologists,! 
Dr. 'T. P. Magill has taken these people to task. 

Like Dubos, whose latest book is reviewed on p.704, he 
draws attention to our anthropomorphic attitude of mind. 
He points out that the peaceful bacterium, trying to find 
food and shelter in man, is termed an aggressor, whereas 
it is just as reasonable to call man the aggressor ; and 
that many of the manifestations of disease arise only 
when man tries to exorcise these supposedly evil spirits. 
This viewpoint has virtues, not the least of which is its 
recognition that the aim of preventive medicine should 
be less to eliminate an infection than to attempt to come 
Attempts at elimination may have been 
less strikingly successful than the decline in mortality- 
rates suggests. It-is galling to have to admit that the 
rates for tuberculosis, diphtheria, measles, and pneu- 
monia began to fall long before modern preventive 
measures could have taken effect. A factor that is often 
neglected in calculations on trends of an infectious disease 
is its natural history or ecology. There are many examples 
of diseases which have ravaged populations until in the 
course of time they have lost their malignant character. 
Such a change may be due to any of several causes. 
Huge numbers of susceptible people may have 
died, leaving a resistant core; and in the microbial 
population it is the less virulent organisms whose survival 
is favoured, since the organisms which kill their host 
have entered a blind alley. The recent myxomatosis 
epizootics in Australia and in this country have shown 
such processes. There are likewise examples of diseases 
regaining their former severity. 

Magill’s lecture will have failed in its purpose if it 
encourages any ideas of nihilism : public-health measures, 
immunisation, and antitoxin therapy are indispensable. 
The lesson to be learnt is that infectious diseases are far 
from conquered and that present methods of controlling 
them are far from perfect. In our pride at how much 
knowledge of bacteriology and immunology has been 
gained, we must beware of becoming too complacent 
about the evil spirits. 


FOOD-POISONING 

Tue Public Health Laboratory Service has published 
another of its valuable annual reports on food-poisoning 
in England and Wales. This report, on the year 1953,? 
contains an immense amount of data, much of which is 
given in tables ; and it lacks the dramatic impact of the 
same facts described in narrative form. In 1953 there 
were 5277 incidents—an increase of 1758 over the 
previous year. These incidents consisted of outbreaks, 
family outbreaks, and sporadic cases. The increase is 
reflected in all the causes listed—namely staphylococci, 
Clostridium welchii, undiscovered, and particularly 
salmonella. Better reporting must be taken into account, 
but by the most optimistic estimate there has been no 
decrease in food-poisoning. The authors of this report 
believe that at least 4000 cases were not notified—which 
is a very high proportion. 

As in previous years meat dishes, particularly processed 
or made-up meat dishe 28, were the most ee vehicle ; 


1. Magill, T. P. J. Immunol. 1955, 74, 
2. Mon. Bull. Min Hith Lab. Serv. 1985," 14, 34. 
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but ham and boiled bacon were particularly impertant 
as vehicles of staphylococcal food-poisoning. Milk 
caused 12 outbreaks, of which 7 were associated with 
fresh milk, 4 with dried milk, and 1 with canned 
milk. 3 of the fresh-milk outbreaks were caused by 
Salmonella typhimurium ; 1 of these was due to infec- 
tion of pasteurised milk during bottling, and another to 
unpasteurised tuberculin-tested milk. 2 of the fresh- 
milk outbreaks were due to Staphylococcus aureus, 
originating from infected cows. Several outbreaks were 
associated with sweetmeats; and one of these, known 
to have affected two people, was associated with vanilla 
slices: ‘‘ S. enteritidis var. danysz was isolated from the 
patients and from mice in the bakery concerned. The 
bakery had been baited with S. enteritidis var. danysz 
to clear it of vermin a month earlier.”’ 

The types of salmonella followed the same pattern as 
in previous years. About 76% of cases were due to 
S. typhimurium (aertrycke) with S. thompson, S. enteritidis 
var. jena, and S. bovis morbificans next in order but 
accounting for only 7% of cases ; the forty-six exogenous 
types accounted for 9% of cases. Cl. welchii food-poison- 
ing was associated with meat dishes in every instance, 
except possibly 1 where the vehicle was not recorded. 

Fifty-one deaths were recorded. This report shows 
that food-poisoning gives rise to a considerable amount 
of sickness with consequential loss of working-time. 
Much of this could be avoided by the education and 
co5peration of the food-handler. We hope that the new 
Food Hygiene Advisory Council will accept as one of its 
first duties the education of the housewife, shopkeeper, 
restaurateur, and other food-handlers. 


CHIARI’S SYNDROME 

Tue clinical picture that results from occlusion ef the 
hepatic veins is generally called after Chiari, who gave 
the first clear account of its pathogenesis! ; the disorder 
had first been reported by Lambron ? some fifty years 
earlier. From the number of published cases—115 by 
1952—this syndrome might seem very rare; but this 
figure may be misleading, for Palmer*® has reported 7 
cases verified by necropsy and 4 presumptive cases all 
seen within a period of thirty-two months. These cases 
were found at a large tumour clinic: one of the com- 
monest causes of the syndrome is encroachment by 
metastatic tumours on the hepatic veins; but since 
this is a late complication of malignant neoplastic disease 
it probably develops usually after the patient’s discharge 
from hospital. 

The clinical features of the syndrome depend largely 
on the rate at which the hepatic veins are occluded. In 
acute cases nausea, vomiting, and severe pain in the 
right hypochondrium due to rapid enlargement of the 
liver as a result of congestion may be quickly followed by 
death from hypotensive shock. Less acute cases are 
characterised by severe and rapidly accumulating ascites 
and signs of portal hypertension with a developing 
collateral circulation. Signs of hepatic failure are usually 
pronounced, and death results from hepatie coma. 
Simultaneously developing cedema of the legs indicates 
involvement of the inferior vena cava in the occlusive 
process. Chronic cases closely resemble hepatic cirrhosis, 
which may indeed develop as a result of the chronic liver 
injury due to the greatly impaired intrahepatic cireu- 
lation. Function tests invariably indicate severe 
parenchymal damage: bromsulphalein excretion is 
much reduced, the serum albumin-globulin ratio is 
reversed, and the flocculation test is almost invariably 
positive. Patients rarely survive complete occlusion 
for more than a few months. Ruptured csophageal 
varices, portal or mesenteric thrombosis, or inter- 
1. Chiari, H. Beitr. Path. Anat. 1899, 26, 1. 

2. Cited by Budd, G. Jn Diseases of the Liver. Philadelphia, 1946. 
3. Palmer, E. D. Ann. intern. Med, 1954, 41, 266. 
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current infection lead to death in the few who do not 
die of hepatic coma. 

Neoplastic involvement of the hepatic veins probably 
accounts for the majority of cases of Chiari’s syndrome, 
but occlusion of these veins or their ostia undoubtedly 
arises as a complication of many other conditions. 
Palmer usefully classifies these under the following 
headings : congenital, mechanical, hematological, diffuse 
and local liver disease, acquired vascular disease, and 
disease of neighbouring organs. He lists some 42 con- 
ditions as likely to be responsible for hepatic venous 
occlusion, of which 27 are known each to have accounted 
for one or more instances. In patients severely ill with, 
for example, leukzemia, cirrhosis, or local suppuration in 
chest or abdomen the syndrome may easily be overlooked, 
and even at necropsy the thrombosed hepatic veins are 
easily missed if not specifically sought; and this may 
explain why published cases are so few. 


STRESS FACTOR IN THE DISC SYNDROME 
WE may be on the threshold of important discoveries 
relating to the physiology and pathology of the inter- 
vertebral disc. There is now evidence that the inter- 
vertebral disc is a hydraulic unit with a mechanism 
generating an internal tension suited to the load imposed 
on it. The nucleus pulposus, exposed to isotonic saline, 
can generate considerable pressures (100-200 mm. Hg) 
when resistance is offered to its swelling; and it is 
conceivable that an acute attack of lumbago might be 
due to disturbance of the mechanism controlling the 
access of fluid to the nucleus pulposus, with resulting 
tension—a possible parallel with the mechanism of 
acute glaucoma. These speculations suggest possible 
explanations of the lumbago which follows exposure 
to cold and wet where there is no evidence of trauma. 
Scott? has described experimental evidence that 
swelling of the nucleus pulposus can be produced under 
the conditions of the ‘‘ stress reaction’’ or “ general 
adaptation syndrome.’ The work reported by Scott 
was done on voles by D. H. Chitty, who exposed animals 
to strangers for about two hours a day for three or four 
days and then compared the size of the nucleus pulposus 
of each dise with that in control animals. Statistical 
analysis showed that the difference between experi- 
mental and control animals was highly significant. 
In support of the thesis that raised dise tension may be 
the basis of acute lumbago in man, Scott reproduces 
radiographs showing excessive hollowing of the opposing 
surfaces of vertebral bodies which enclose dises of rather 
more spherical shape than is commonly seen. But many 
surgeons will regard this as a normal variation, commonly 
present without acute back pain; and in any case 
one would suppose it impossible for a vertebral body to 
adapt itself to a swollen dise in the three or four weeks 
during which the raised pressures of the acute tension 
episode are presumed to be present. 

We must here distinguish the difference in psychological 
states between patients with acute dise episodes and 
patients with chronic low-back pain. Commonly, women 
who are depressed and unhappy subconsciously allow 
themselves to be disabled by pain of a degree which other 
women tolerate more or less easily. Those who tolerate 
their discomfort do not tend to consult doctors; in 
other words, patients coming to hospital because of chronic 
backache are a self-selected group. On the other hand, 
in the case of really violent episodes of acute dise pain 
almost every patient seeks medical advice. The experi- 
mental evidence of a “‘ stress factor ’’ relates essentially 
to acute disc episodes ; but, though most surgeons would 
agree on the association of chronic backache with psycho- 
logical disturbances, many will deny that this association 
is common in cases of acute dise lesions. 


‘ 








2, Scott, s. & "J. Bone Jt Surg. 1955, 37B, 107. 
2. Selye. H. The Physiology and Pathology of Exposure to Stress. 
Montreal, 1950. 
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MEDICAL ADVISORY MACHINERY OF 
REGIONAL HOSPITAL BOARDS 


Doveias HUBBLE 
M.D. Lond., F.R.C.P. 


“*I believe that a medical service cannot be effectively 
planned unless its organisation includes a comprehensive 
and representative medical committee at regional hospital 
board level. This lack is one of the major defects of the 
present system.” ! 

THESE words of the president of the Royal College of 
Physicians and the description of the effective machinery 
devised by the Liverpool Regional Hospital Board,? 
suggested that a survey of the methods used in other 
regions might be of interest. 

Of the 14 regional hospital boards in England and 
Wales, 10 have a committee which, whatever its title, 
corresponds in function to a medical advisory committee. 
The constitution of these committees, their method of 
election, and their method of reporting, are set out in 
the accompanying table. The organisation employed in 
the four other regions is as follows : 

Sheffield—The medical members of the board sit as the 
medical committee of the board. Specialist advisory com- 
mittees report to the board’s medical committee. Area con- 


1. Brain, W. R. Lancet, 1954, i, 1293. 
2. Lloyd Hughes, T. Jbid, 1954, ii, 647. 
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sultant committees are consulted by, and may advise, the 
board. 

Birmingham.—A regional advisory committee, composed 
of the chairmen of the group medical committees, sits to 
advise the senior administrative medical officer (s.4.M.0.). In 
addition there are advisory committees in each specialty. 

East Anglia.—In each specialty there is an advisory com- 
mittee to the S.A.M.O. 

North East Metropolitan.—2z advisory committees in the 
various specialties report through the s.A.M.o. to the board. 
Matters of general policy are referred where necessary to the 
advisory committee in general medicine. 

Thus the constitution of the medical advisory com- 
mittees varies greatly ; but most of the 8.4.M.0.8 express 
themselves as satisfied with their own organisation. 
Although there are considerable geographical differences 
between the regions, the methods of taking medical advice 
do not always seem to be the result of adaptation to 
environment. There has, however, been at least one 
instance of evolutionary change; in the South East 
Metropolitan region the medical advisory committee 
originally consisted only of the medical members of the 
board, but it was later enlarged to make it more 
representative. 

In some regions the medical advisory machinery does 
not approximate to the ideal stated by Sir Russell Brain, 
and it does not always represent the clinical strength 
‘of the regional hospitals or of the medical schools. Even 
where a medical advisory committee is in being, it may 
not always be effective. Sometimes its membership is 
too large, and sometimes so small that it is unrepresenta- 


REGIONAL HOSPITAL BOARDS WITH MEDICAL ADVISORY COUNCILS 




















Including 
R.H.B. No. of medical Description of other 
— members | members members 
R.H.B. 
Newcastle .. 15 Yes Gen. practitioners (2) 
M.O.H. (1) 
Consultants (4) 
Liverpool .. 23 | Yes University (3) 
| Boards of governors (3) 
M.O.H. (1) 
Regional consultants (6) 
Codépted (1) 
G.P. (1) 
Leeds 11 Yes Coépted members (4) 
} 
| 
Manchester . 26 | Yes Gen. practitioners (2) 
j | Regional consultants (6) 
| | Regional advisers and coépted 
| members (8) 
Oxford ~~ 14 | Not ex | University (2) 
| officio Boards of governors (4) 
| R.H.B. (8) 
| 
South-West- | 16 | Not ex | Roy. Coll. Physicians (4) 
ern | | officio | Gen. practitioners (3) 
} | Roy. Coll. Surgeons (4) 
| | Dentistry (1) 
| Roy. Coll. Obst. & Gyn. (1) 
| Codépted (1 or 2) 
M.O.H. (2) 
Welsh os | 39 Not ex | H.M.c. medical committees (15) 
| | officio | Mental health (1) } 
| Dentistry (1) 
| Consultant advisers (16) 
Liverpool University (5) 
M.O.H. (1) 
North West 21 Yes Regional consultants (6) 
Metropoli- 
tan Gen. practitioners (2) 
Regl postgrad. adviser (1) 
South East 17 Yes Gen. practitioner (1) 
Metropoli- Regional consultants (2) 
tan M.O.H. (1) 
Teaching hospitals (4) 
Reg! postgrad. adviser (1) 
South West 17 Yes and | Regional consultants (4) 
Metropoli- €hn and | Medical schools (3) 
tan* vice-chn | Regi postgrad. adviser (1) 
R.H.B. 




















Method of Method of Frequency of — 
appointment reporting meetings committees 
Appointment after | Planning com- | Fortnightly Yes, panels 
appropriate con- mittee R.H.B. of specialist 
sultations visers 
Nomination by ap- | Planning com-| Monthly Yes 
propriate bodies mittee R.H.B. 
° 
Coéption General pur- | Monthly Yes, panels 
poses com- of specialist 
mittee R.H.B. advisers 


Appointment after | R.H.B. Two-monthly | Yes 


appropriate consul- 
tations 


Appointment by the | General pur- | Quarterly Yes 





3 bodies without poses com- 
consultation mittee R.H.B. 
| 
« 
Nomination by out- | R.H.B. Two-montbly | Yes, and 
side professional area com- 
bodies mittees 
| | 
| aes cs 
Nomination R.H.B. | Biennially Yes 
| 
Selection and nomi- | R.H.B. Monthly Yes 
nation 
Nomination 
Nomination and sel- | R.H.B. Monthly or | Yes 
ection two-monthbly 
Nomination 
Nomination and sel- | R.H.B. Two-monthly | Yes 
ection 














* The Western Area of the region has its own medical advisory committee. 
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tive of either areas or specialties. Occasionally it includes 
the chairman and vice-chairman of the regional board, 
which shows that its essential function has been mis- 
conceived. Sometimes its value is lessened by the 
infrequency of its meetings. 

Granted that some form of medical advisory committee 
to each regional hospital board is desirable, its exact 
constitution may well be determined by local conditions. 
It should represent the active clinical life, not only of the 
regional hospitals but also of the medical school (or 
schools) in the region. It should include representatives 
of the more important specialties; but, since it is 
impossible to include them all, specialist advisory sub- 
committees will still be needed. It should include some, 
but possibly not all, of the medical members of the 
regional hospital board, so that its policy is understood 
and supported in the board. Appointment should be by 
nomination, supplemented by coédption. Nomination by 
regional consultants’ or area advisory committees will 
permit of adequate areal representation ; coéption will 
be required to ensure adequate representation of the 
important specialties. 

I am grateful to the senior administrative medical ofticers 
to the regional hospital boards, who provided the information 
| have summarised. 


A VISIT TO KOLTUSHI 
The Study of Conditioned Reflexes 
RuscoE CLARKE 
M.B.E., F.R.C.S. 


SURGEON, BIRMINGHAM ACCIDENT HOSPITAI 


LEONARD CROME 
M.C., M.R.C.P.E. 


NEUROPATHOLOGIST, THE FOUNTAIN HOSPITAL, LONDON 


We had visited hospitals and laboratories during the 
previous ten days in Moscow and Leningrad, and talked, 
notebook in hand, to many doctors, all anxious to explain. 
Sooner or later there would be that odd conversation, 
begun with some remark such as this: ‘* during the last 
few years we have tried to base our work on the teaching 
of Ivan Petrovich Pavlov.”’ In some of the hospitals 
they then showed us conditioned-reflex laboratories for 
animals and for patients. In others they had departments 
for sleep therapy. And in all they attempted to interpret 
such familiar states as hypertension or peptic uleer in 
terms of Pavlovian physiology. 

A few of us had read some Russian journals and were 
familiar with this new outlook; to all others it was 
disturbing and elusive. One thing was certain: Russian 
doctors spoke of it with convie 
tion and enthusiasm. 

Now we were on our way to the 
premier centre of this new sci- 
ence—Pavlov’s laboratories at 
Koltushi. This ‘* Capital of 
Conditioned Reflexes *’ was con 
structed in 1929 in celebration of 
Pavlov’s 80th birthday, and the 
new 28 laboratories were then 
linked with 6 other institutes in 
Leningrad itself and with several 
clinics. 

Fifteen miles out of the city 
we turned off the main road into 
a& quiet country lane and were 
soon entering one of the Koltushi 
laboratory buildings, the former 
home of Pavlov. Like all the 
other houses in the village it was 
two-storeyed and vaguely Tudor 

-out of place in the Russian 
countryside. Was it an idea owed 
by Pavlov to one of his visits to 
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this country ? The avenues and flower-beds lay almost 
deserted in the half-hearted September sunlight. 

In the absence of the director, Academician Bikov, we 
were received by his deputy, Academician Airapet’yants. 
Surrounded by pictures and simple personal mementoes 
of the founder, we were first given a general outline of 
the work of the institute and of the principles of Pavlovian 
physiology. The objective of their study, we were told, 
was an understanding of the functioning of the organism 
in its unity with the environment. 


GENERAL PRINCIPLES 

An animal, said our host, is in a state of constant 
interaction with its environment. Descartes knew already 
that environmental factors determine the functioning 
of the organism by means of reflexes. Before Pavlov, 
however, only inborn reflexes were studied. Many 
important discoveries had been made, especially by such 
men as the great English physiologist Sherrington. But 
even Sherrington stopped short at the complexities of 
the brain, thinking that this was not amenable to study 
by physiological methods. This domain was left to 
psychologists. 

The way to a new approach was paved by the Russian 
physiologist Sechenov whose Reflexes of the Brain 
appeared in 1862. Sechenov obtained experimental 
evidence that all the functions of the brain, including 
mental activity, were also carried out by reflex action. 
But the question remained: How does it operate ? 
How is the interaction with the external environment 
achieved through the intervention of the brain ? Pavlov’s 
great achievement was that he posed these questions 
correctly and discovered a new scientific method of 
investigation, objective rather than subjective, a method 
that yielded more information than all the approaches 
of the psychologists. 

Pavlov found that, besides inborn reflexes, there are 
others which arise from the individual experience of the 
animal, The basic inborn reactions may then be elicited 
in new ways and in new combinations by stimuli derived 
from the changing external environment. If any phenom- 
enon capable of producing activity in a sensory pathway 
immediately precedes, or coincides in time with, the 
operation of an inborn reflex, this new stimulus can 
become capable of giving rise to the original inborn 
A dog is fed; a bell is rung at the same time. 
After a few combinations of the bell with the sight or 
smell of food, the bell by itself calls forth salivation. Any 
stimulus can act in this way and produce a reaction of 
the animal. 

How and where is the linkage formed ? 


response. 


The answet 


was given by Pavlov not so much verbally as in thousands 
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of | 











THE LANCET] 


of experiments. Every stimulus capable of calling forth 
an unconditioned inborn reflex excites the unconditioned 
centres in the brain or lower parts of the nervous system, 
at a level or levels determining the corresponding activity. 
But every such excitation is also relayed to the cortex, 
the highest and most recently acquired part of the brain. 
Every external stimulus capable of giving rise to a con- 
ditioned reflex also excites the cerebral cortex—but 
somewhere else. A state of excitation is in this way 
produced at the same or nearly the same time in two 
parts of the cortex and a linkage established between 
them. This linkage is new and temporary, but if repeated 
can become stable. (Stable but not permanent. This 
lack of permanence is a fundamental property of a 
conditioned reflex. If the phenomenon which gave rise 
to it in the environment disappears or acquires a different 
meaning, the conditioned reflex is altered or inhibited.) 
Once it is established, the unconditioned response can be 
obtained by excitation of the conditioned point of the 
cortex in the absence of the ‘“ normal’’ unconditioned 
stimulus. A new reflex are has been formed. 

These processes are precise, subject to laws, deter- 
mined. Thus any stimulus from the external environ- 
ment, if repeated in association with the stimulus appro- 
priate to an inborn reflex, can give rise to a new adaptive 
pattern of reaction. These new reactions are formed in 
the cortex, new conditioned reflexes allowing for the 
development of more intimately adaptive responses 
of the organism to the external environment. Thus 
deciphered, cortical activity can be defined as the processes 
involved in the relations between unconditioned and 
conditioned reflexes, and also between the conditioned 
reflexes themselves. In this way the animal becomes 
able to respond to an infinitely wider set of environmental 
agents than those which elicit inborn responses. The 
concept is radical. There is nothing left of mental 
activity except complex relations between reflexes of one 
kind or another. The mechanism of all mental activity 
is reflex. Sechenov was right. 

Even such complex events as the whims of a child, 
the romance of a girl, the genius of Isaac Newton or of 
Garibaldi—all these are based on such reflexes. Pavlov 
in his books Ywenty Years’ Experience and the 
Lectures on the Cerebral Hemispheres gave precise experi- 
mental facts. He founded a new science, a real science 
of behaviour, the science of higher nervous activity. 
Conscious and adaptive human behaviour depends on 
the activity of the cerebral cortex ; but this activity is 
not only the mechanism of mental processes but also the 
dominant factor in the development of the individual. 

How are these processes localised in the central nervous 
system ? Any approach to this question is based on three 
principles : 

1. No event can take place in the cerebral cortex 
without a cause, immediate or distant, in the environ- 
ment. There is no evidence for the occurrence of 
‘ spontaneous ”’ cortical activity. 

2. Localisation must be related to the function of 
analysis and synthesis at the same time. Pavlov demon- 
strated that the cortex may be regarded as a mosaic of 
analysers, each of which has a centrally situated nucleus 
and very widely scattered peripheral elements. The 
finest analysis takes place only if the nucleus of an ana- 
lyser is intact, while cruder analysis and much compensa 
tion for lost function after injury may be accomplished 
by the peripheral elements. Synthesis—the formation of 
temporary linkages—cannot be localised to any one area 
of the cortex; it is taking place between all its parts. 

3. Localisation must be related to structure. Here 
Pavlov opposed equally Lashley’s theory of equipoten- 
tiality and the rigid mechanical concepts of localisation 
exemplified at present by the theories of John Fulton. 
He preferred to think in terms of ‘‘ dynamic structures ”’ 
~—areas concerned with a complex association of uncon- 
ditioned and conditioned reflexes, extending over variable 
and modiffable territory, not only in the cortex but also 
in the subcortical centres. He thought, in particular, of 
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the motor area of the cortex not as an effector organ 
for voluntary movement but as an analyser of kinesthetic 
stimuli reaching it from all muscles of the body, and, in 
man, especially from those in the hand and speech 
organs. 

At Koltushi, continued our guide, we have a great 
advantage in being able to undertake studies of the 
pathology of human disease alongside our experimental 
work on animals. But the latter are essential for the 
knowledge of human activity. A correct theory is essen- 
tial, and we believe that Pavlov’s teaching provides the 
only correct theoretical approach to the study of fune- 
tional relationships in animals and man. It is vital for 
the clinicians, who must learn that there is no such thing as 
disease in a single organ. Every organ which is in any way 
diseased must in some way, to some degree, affect the 
functions of the other organs and of the whole body. The 
whole individual is ill, wherever the lesion is located, 
the most important integration being achieved through 
the nervous system. The central problem in medicine is 
concerned therefore with the functions of the nervous 
system, with tthe elucidation of its laws of operation. 
Naturally, we do not exclude the study of other aspects 
of medicine and biology. We attach importance to other 
forms of integration and interrelation; but we insist 
that the highest regulation of the animal is through the 
central nervous system, and, in higher animals, through 
the cerebral cortex. 

We asked if it was proved that the cortex alone was 
concerned with the formation of conditioned reflexes. 
The answer was that, where a cortex exists, the highest 
regulation takes place at the cortical level ; but this does 
not mean that it can function without the lower levels 
of the brain and the nervous system. It has been demon- 
strated that conditioned reflexes cannot be formed if the 
cortex is extirpated. Conditioned reflexes can, however, 
be formed in certain animals, such as fishes, bees, and 
silkworms, in which a cerebral cortex has never been 
developed. In such animals it is the highest existing 
nervous ganglia which are concerned in the formation of 
conditioned reflexes. 


GENETICS OF HIGHER NERVOUS ACTIVITY 


We then moved on to another building to meet 
Professor Feodorov and to hear and see a demonstration 
of his work on the inheritance of conditioned reflexes. 

Pavlov, he said, stated that conditioned reflexes must 
on a-priori grounds be inheritable and become, in the 
course of evolution, inborn unconditioned reflexes. 
During Pavlov’s lifetime research had attempted to 
provide proof for this hypothesis ; but the experiments 
were not decisive and the results could be explained 
otherwise. Recently work had been started again, using 
mice because they could be rapidly taken through a 
number of generations. A complicated piece of apparatus 
had been constructed wherein a mouse could be auto- 
matically released into a maze which if successfully 
negotiated led to a safe chamber. The passages could be 
seen and the movements of the mouse recorded by means 
of a large wall mirror placed at an angle above the 
apparatus. 

We sat and watched entranced the little white animals 
making their way with uncanny precision along the narrow 
corridors of this strangely fun-fair-like installation. The 
pathways were floored by a series of metal bars which could 
be electrified so that, if the mouse remained too long en route 
to the safe chamber, he would feel a continuous mild electric 
shock until the objective had been reached. A bell or other 
neutral stimulus was set off and the mouse simultaneously 
released. After six seconds the electric current was auto- 
matically switched in. After a few experiences of this arrange- 
ment a conditioned mouse would proceed straight to the safe 
cell on release and would avoid any shock at all. 

The experiment could be made more complex by shining a 
light instead of ringing the bell, and this time having the 
safe cell accessible only by a different route, which made it 
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necessary for the mouse to turn right instead of left if he 
were to reach the safe area before the current was switched on. 
It was possible to continue conditioning experiments so that 
the mouse would choose the correct path when the left and 
right routes were alternately opened with the same stimulus. 
Thus varying degrees of complexity in the conditioning process 
could be developed in a precise way. 

All the conditions of this experiment allowed for its opera- 
tion without any intervention by the experimenter other than 
pre-selection of the relation between the electric current, the 
pathway leading home, and the indifferent stimulus applied. 


With this technique a group of animals was divided 
into two groups, one a control. The experimental group 
was trained to a given degree of complex conditioning 
and then allowed to breed as were the controls. Each 
generation of the non-controls was submitted to the 
same training process. After a certain number of genera- 
tions the controls were tested for their ability to acquire 
more rapidly conditioned reflexes necessary to avoid the 
electric shocks, and thus compared with similar mice 
whose parents had been trained. 

We were told that during the last few years this 
experiment had yielded decisive results, but that further 
experiments would be continued with a variety of other 
animals. It was freely admitted here that what had been 
in fact acquired were not particular conditioned reflexes 
but the capacity to form them in conditions of a persistent 
change in the environment calling for these reflexes. 

These experiments are reminiscent, of course, of the 
work of McDougall and of Tryon and appeared to us to 
be of fundamental importance. It is with great interest 
that one awaits their publication and repetition else- 
where. This work is, incidentally, to be associated with 
studies of the minute structure of the brains of these 
animals, in an attempt to gain evidence of structural 
change associated with this evolutionary process which is 
thus being achieved in the laboratory. 


COMPARATIVE PHYSIOLOGY 


We moved on through the trees to the next labora- 
tory for a demonstration of work on the comparative 
physiology of higher nervous activity. 

The problem here was adaptation of young animals. 
Previously, we were told, many of the adaptation 
processes had been regarded as entirely dependent on the 
active réle of the mother, with the young animal behaving 
more or less passively. It ‘‘ contemplated ’’ but did not 
adapt. This conception was considered improbable on 
theoretical grounds, but the problem of demonstrating 
the acquisition of conditioned reflexes in the newborn 
animal was difficult technically. Pavlov’s salivation 
techniques were inapplicable and new methods had to 
be developed to suit different species of animals. 

Experiments with puppies showed that conditioned 
reflexes could be formed in relation to the sense of smell 
immediately after birth. 

Two days before parturition the bitch was specially cleansed 
and treated with a scent. Puppies taken away at birth would 
respond by withdrawal on presentation of a piece of cloth 
steeped in the scent. But after one experience of suckling, 
for even as little as five seconds, they would subsequently, 
when hungry, crawl towards the scented cloth, whining and 
behaving as they would normally towards their mother. With 
a different smell the response was totally negative; they 
turned their heads away and crawled back. Even premature 
animals showed this capacity for acquiring conditioned 
reflexes and were quite helpless if deprived of this capacity 
by division of the olfactory pathway. They were then unable 
to suckle when put to their mother and would starve unless 
given a great deal of assistance in feeding. 

The first important analyser in the life of a puppy is that 
of smell. 

By the fourrth day puppies respond to adequate 
auditory stimuli, and by the fifteenth day conditioned 
reflexes can be established to sound. 
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A bitch is kept in one cage, the puppies in another. The 
bitch is allowed to visit the puppies, but this is accompanied 
by sound. After two or three combinations of sounds and 
the mother’s visit the puppies will respond to sound alone 
as if the mother were approaching. 


Similar types of experiment using the visual analyser 
showed that conditioned reflexes could be established at 
25-30 days. Further experiments studied the establish- 
ment of conditioned reflexes through the vestibular 
apparatus. 

Birth took place in a box on springs the vibrations of which 
could be recorded. The puppies could be conditionea to react 
to any movement of the box as to their mother’s rpproach. 
If born in a non-moving box puppies would not respond to 
such movement. These conditioned reflexes could be obtaineu 
by the twelfth day. 


Further experiments of this kind were concerned with 
the problem of types of higher nervous activity. Pavlov’s 
detailed studies of the reactions of animals had led him 
to appreciate the significance of differences in the 
response of different animals to attempts to induce 
conditioned reflexes. He found among his animals dogs 
with strong nervous systems and with weak ones. The 
strong ones could be further subdivided into balanced 
(phlegmatic) and non-balanced (choleric). From the 
viewpoint of the mobility of the nervous processes the 
strong balanced animals could be either mobile (sanguine) 
or inert. It will be seen that this classification resembles 
the Hippocratic one of human temperaments, the weak 
dogs suggesting the melancholic temperament. Experi- 
ments have been now pursued in this laboratory with the 
object of creating and changing such types. 

Experiments were begun as soon as the dog could leave its 
mother. Some were given the maximum free contact with 
their environment ; others of the same litters were to some 
extent isolated. These changes were associated with deliber- 
ately varied diets. Different types of higher nervous activity 
could be deliberately produced in this way, and, in early stages 
of life, changed in a desired direction. In fully grown dogs, 
it has been found, the basic properties of the nervous system 
are almost impossible to change, though existing qualities 
can be enhanced or moderated. 


The experimental production of types has been linked 
with the study of the emergence of the various sensory 
analysers. A current experiment was dealing with the 
relation between subliminal painful stimuli and the 
effects of stimulation of the auditory analysers. 


Litters of puppies were divided into three groups. One 
group was fed while rattles were sounded ; a second group was 
subjected to the rattles plus subliminal painful electric 
stimuli; a third acted as controls. This was continued for 
six months with careful observation of behaviour during this 
period. The puppies in the second group developed slowly a 
passive defensive reaction behaving as though they were 
frightened. The first group and the controls developed no 
such reaction. 

After six months they were all given Pavlovian salivary 
fistulas so that their salivary secretion could be used as an 
indicator of the production of conditioned reflexes. The dogs 
which had been subjected to the rattles plus the painful 
stimuli formed no conditioned reflexes ; their cortex seemed 
to be in a permanent state of negative induction—inhibited. 
The dogs subjected to the rattle treatment only were strong 
and highly reactive—more so, indeed, than the controls. In 
addition, the inhibited animals did not grow well and became 
bald. Attempts were made subsequently to cure them by a 
complete change of environment. In some of them this could 
be done, but others remained permanently abnormal. 


Another point of interest in relation to the reactions 
of the organism to infection was that it had been shown 
that a leucocytosis could be produced as a conditioned 
reflex. 

BIOCHEMISTRY 


In another laboratory we discussed the contribution of 
biochemistry to the Koltushi research on conditioned 
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reflexes. Pavlov had envisaged that in course of time 
the complexities of the brain structure—its microscopic 
morphology—would be related to the processes under- 
lying the formation and interaction of conditioned 
reflexes, and that biochemistry would throw light on the 
molecular nature of the processes involved in nervous 
activity. Biochemical research had, however, lagged 
behind. 

An approach was now being made to the basic pro- 
cesses underlying cerebral activity. Already it had 
emerged, for example, that the cortical processes of the 
dog and the rabbit are biochemically very different. 
Again, whereas it was previously thought that the white 
matter of the brain, consisting largely of connecting 
fibres, is essentially passive in a functional sense, it has 
been found that biochemically the white matter is often 
more active than the grey. The task is to extend our 
biological ‘iuowledge of nervous processes and particu- 
larly of those underlying the development and interaction 
of conditioned reflexes in the cortex. Histochemical 
methods were showing, for example, that the distribution 
of nucleic acid in the nerve-cells differed with different 
functional states—with excitation and inhibition, both 
conditioned and unconditioned. 


CORTICO-VISCERAL RELATIONSHIP 


Regretting the absence of a biochemist amongst us, 
we proceeded to the next laboratory—of Academician 
Airapet’yants, our host and guide. He wished to tell us 
something of the studies on cortico-visceral relationships 
on which he had been working with Academician Bikov, 
but thought we had had a long morning and were perhaps 
tired. We asked him how long he would take to tell us 
of the work. He said that it could be done, perhaps, in 
three hours, or three days, or three weeks, or three years, 
but he would tell us a little in twenty minutes and then 
there would be time for questions. We agreed. 

Bikov was one of Paylov’s pupils and has been engaged 
in this work for the last twenty years. It was necessary 
to show experimentally that the cerebral cortex really 
controls, without exception, all functions of the body, 
and that conditioned reflexes can be developed in con- 
nection with all functions of the organism. It has, in fact, 
been possible to establish conditioned reflexes using a 
large variety of bodily functions—secretion of bile, 
secretion of urine, intestinal peristalsis, and vascular 
reactions. All reactions which can appear as a result of 
appropriate stimuli as unconditioned reflexes can be 
evoked by any indifferent stimulus which coincides in 
time. 

Ingestion of a lot of water will result in diuresis. If 
this drinking is accompanied by the ringing of a bell, 
then later the bell alone will evoke diuresis. Excitation 
spreads along a cortical path which has now been estab- 
lished and the kidney is brought into operation. If such 
things can happen in ordinary life, they can also happen 
under pathological conditions. Pathological processes 
can never take place without involving in some way the 
cerebral cortex. The pathological state of an organ does 
not necessarily originate in the cortex, although it may 
do so, but the cortex always plays a part in the develop- 
ment or arrest of any pathological processes. 

What is important here is to take the argument a stage 
further. If the cortex controls and regulates internal 
organs, is it in its turn influenced by them? If we can 
form conditioned reflexes to external stimuli, can condi- 
tioned reflexes be likewise formed by “‘ indifferent ”’ 
stimuli arising within the body ? To answer these ques- 
tions has been the particular task of Airapet’yants’s 
laboratory. 

Let us take for example a dog with a gastric and a 
salivary fistula. You introduce some water or a balloon 
into the stomach, carefully, so as not to affect other sense- 
organs. No saliva will be produced from the salivary 
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fistula. Now you combine gentle gastric dilatation with 
feeding. After a few combinations the gastric dilatation 
alone will stimulate the flow of saliva. A full stomach has 
begun to stimulate appetite ! 

From this and similar experiments with other organs 
it is concluded that the stimulation of any organ, of 
threshold intensity, leads to excitation of the cortex. 
If this is accompanied by excitation of another cortical 
area by a stimulus derived from another organ there is, 
as with external stimuli, a linkage: a conditioned reflex 
can be established. The cortex is capable of responding 
to stimuli from all somatie organs and viscera—mechani- 
cal, chemical, and physical—by analysis and synthesis, 
by the development of conditioned reflexes. It can react 
to degrees of temperature, concentration of chemical 
substances, and chemical differences. As with the external 
environment, so all reactions of the internal environment 
operate through reflexes, and these too include condi- 
tioned reflexes. All this should not be interpreted, 
however, in the sense that processes in organs can be 
‘‘primary’”’ or ‘‘ spontaneous.’’ They do not occur with- 
out a cause jn the environment, either immediate or 
more remote. 

This, we were told, is not only of importance to theory 
and to philosophy, but also to clinical medicine. On 
a-priori grounds it may be assumed that the human 
organism, like that of animals, operates through such 
‘reflexes, but it is also necessary to observe this in man. 
We need proof and detailed understanding of the mecha- 
nisms. The operation of the brain is, moreover, more 
complex in man because he possesses a second signalling 
system. (The discovery that words operate as conditioned 
signals of a second order was one of the most remarkable 
chapters in the work of Pavlov. Towards the end of his 
life he came to grips with one of the most mysterious 
problems of cerebral function—the nature of human 
thought. He found that it was intimately related to 
speech. This in its turn was mediated by conditioned 
reflexes of a more complex character constituting an 
additional signalling system capable of greater adapta- 
bility to a much wider range of environmental influences 
—making possible, indeed, such processes as ‘‘ abstract 
thought.’’) 

In the, final stages of our visit we discussed some 
clinical experiments which showed that changes in 
visceral function can be produced by previously indiffer- 
ent stimuli bringing into action special associations which 
have been formed with words and figures. In patients 
with peptic ulcer, for instance, contractions of the 
stomach are associated with sensation of pain. By a 
process of conditioning, the figures on a clock could be 
made to produce both contraction of the stomach and 
the pains of an ulcer. Thus we were shown something 
of the experimental basis for sleep therapy in certain 
diseases, one of the effects of which is to exclude 
the harmful action of a whole range of environmental 
stimuli which have become associated with pathological 
processes. 

CONCLUSION 


It was time to leave. We wandered out into the open 
and looked at the growing village with its new labora- 
tories, and homes for those who work in the laboratories. 
We saw some special rooms for the more complicated 
experiments on dogs and apes. They are designed to 
eliminate accidental features and the impact of the 
observer on the experiment. (We had seen on other 
occasions how fond the physiologists were of playing 
happily with their experimental animals ‘‘ after hours ”’). 
The rooms are elaborate and sound-proof. Mechanical 
contrivances present the dog with a plate of food on the 
pressing of a button. Innumerable controls operate a 
wide range of stimuli. Special recording devices register 
changes in the secretion of the saliva and of other visceral 
functions. There were other simpler fixtures designed for 
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use in any laboratory undertaking work on conditioned 
reflexes. 

We shook hands and exchanged compliments. Half an 
hour later we were threading our way cautiously past ruts 
and pot-holes in the as yet unfinished streets of the 
advancing Leningrad outskirts. It was three or four hours 
that we spent at Koltushi, and we had no more than a 
glimpse of the new science. Was it a glimpse into the 
future ? 


PREVENTION AND MENTAL HEALTH 
Conference of the National Association for Mental 
Health 
Opinions differ about the possibility, in the present 
state of our knowledge, of preventing mental ill health ; 
but there is a general feeling abroad that in time research 
will bring enlightenment about this and many other 
aspects of mental-health work. At this year’s annuai 
conference of the National Association for Mental Health, 
held at the London County Hall on March 24-25, with 
Mr. KENNETH . ROBINSON, M.P., presiding, Mr. IAIN 
MACLEOD, the Minister of Health, opened the first session. 
OPPORTUNITIES IN THE HEALTH AND EDUCATION SERVICES 
Mr. Macteop spoke of the fears and prejudices about 
mental illness which still hinder both the use made of 
the mental hospitals and the recruitment of nurses. 
General practitioners and voluntary workers, who can 
do much to educate the public, should be well informed 
about recent advances in the mental field. Mental 
hospitals are arranging open days and forming leagues 
of friends ; and the press and the British Broadcasting 
Corporation are helping greatly in spreading information. 
Probably all mental disorders are of multiple origin, but 
it seems clear that in their prevention we must go back 
to old wisdom, recognising that lack of love, lack of 
companionship, and lack of security are potent causes 
of breakdown. There are now 650 outpatient clinics in 
the country for adults and children who need treatment. 
On the preventive side, local authorities have the power 
to provide community services ; but though they under- 
take various types of work which may be called pre- 
ventive, they have been slow in developing a formal 
pattern. Their opportunities for preventive work among 
children—through the health visitors and the maternity 
and child-welfare clinics—-are very great. Health 
visitors, indeed, are taking an increasing interest in the 
subject ; and a working party is now considering how 
their training should be revised and widened. He had, 
he said, asked the local authorities, last November, to 
do all they could to prevent the break-up of families. 
Once a child leaves school he has no routine publie- 
health supervision ; hence it is important that his family 
doctor should be in full touch with local-authority 
services, so that he can call on them when necessary. 
It is not yet possible to advise local authorities, by 
circular, on what mental-health services they ought to 
provide, but they are being urged to take a keen interest 
in this work. Public education will gain momentum as 
patients and their relatives get a new awareness of 
mental hospitals and their services. Mental-hospital 
buildings are expanding under the new programme ; and 
with better buildings we can look forward to attracting 

more recruits to nursing. 

Dr. F. A. E. Crew, F.R.s., professor of public health 
and social medicine in Edinburgh University, said that 
medical knowledge has so far contributed little to the 
prevention of mental illness. He sees no real hope of a 
speedy solution to this problem, but thinks that social, 
as opposed to individual, studies provide some clues. 

A Chicago survey of mental-hospital patients suggests that 
not only mental illness but social factors, such as poverty, 
crime, and suicide, are related to a particular factor—namely, 
‘social isolation.”’ This finding is supported by experience 
in New York, that mental illness is commoner among 
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immigrants than among the native-born population, and 
among the children of immigrants than among native-born 
children. The newcomers, until they are absorbed fully into 
the new culture, are lonely and isolated. A study, made in 
London boroughs, has shown a negative correlation of suicide 
with poverty, but a positive correlation with loneliness. 
Other investigations, in Massachusetts and in Norway, have 
shown that the chances of admission to mental hospital are 
greater for the unmarried, widowed, or divorced, particularly 
men, than for the married. Either those who marry, Professor 
Crew said, are less liable to mental illness than those who 
remain single, or else marriage is protective. He mentioned 
also a study, not yet published, made in Edinburgh by 
Dr. Donald Cameron, of the places of origin of mental-hospital 
patients. He found that the admission-rate of those from 
the Highlands and from foreign countries (which did not 
include England and Wales) was higher than that of the 
Edinburgh-born ; and that among the patients the single 
were twice as numerous as the married. 

Such findings, Professor Crew went on, cannot be fully 
interpreted without more study. What is marriage? In 
this country a reasonable prerequisite for the founding 
of a family, that microcosm in which children can 
mature; an opportunity for emotional and sexual 
security ; and also, in the lovely phrase of the Prayer 
Book, *‘ for the mutual society, help and comfort that 
the one ought have of the other.’’ The married person 
is no longer alone but a member of a group with bonds 
of affection, and with a place of his own and things of 
his own—a refuge. This may determine whether or not 
he goes into a mental hospital, and if he does how long 
he stays there. Our society has produced conditions 
which are to a greater or less extent intolerable: in it 
there are many bewildered and perplexed people without 
a purpose. During the war the mental health of the 
country was surprisingly good: the lonely were rescued 
—there was a place and function for all. The causes 
of mental ill health are partly individual and partly 
environmental ; and while it is desirable to plan for a 
society in which causes of mental ill health are removed, 
we need to know much more before we can create such 
a society. At present we can only attempt to stem the 
torrent. 

The rise in the admission-rate to mental hospitals is 
not trustworthy evidence of an increase in mental 
ill health, because patients are now going in voluntarily, 
hopefully, for treatment. But the incidence may be 
rising, and that may be either because our stock is 
deteriorating or because the circumstances of life inereas- 
ingly provoke mental illness. We must find out which. 
We cannot be mistaken, however, in attempting to 
remove those provoking causes which we know. It is 
important for mental health that the individual should 
be attached to a faith, a cause, a purpose, which yields 
serenity. We talk of mental health without knowing 
what we are talking about; but if it is peace within, 
and peace within the environment, it is perhaps a matter 
of philosophy rather than the ticking of a machine. 
What a man does should be within his competence, of 
value, and regarded as valuable by others. He must 
not feel he is an outeast but a part of a group; he 
must take into marriage an understanding of what it 
involves, and know something of his own sexual nature. 
(For the young person, Professor Crew remarked in 
passing, a motor-bike is no substitute for a cage of mice.) 

During the war, the Navy and the Royal Air Force 
had the more intelligent recruits ; the Army got all the 
dull, the neurotic, and the unstable. It is no longer 
true that the dull man makes the best soldier : he needs, 


today, average intelligence and not a little technical 
skill. The duller men in the Army were apt to become 
maladjusted and neurotic absentees. In the Pioneer 
Corps, however, there were some men too intelligent ever 
to have been sent there, and they too became neurotic : 
they benefited by being given more responsible work. 
No man should be employed in work either above or 
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below his mental capacity. Doctors, instead of signing 
certificates saying a man is not fit for his job, should 
perhaps start signing some which say: ‘“ Job not fit 
for man.’’ We are dedicated, Professor Crew concluded, 
to the creation of an environment optimal for human 
life. This is a cause which can claim our unrestrained 
devotion, and one from which we can hope to derive 
abiding joy. 

PRACTICAL PROBLEMS IN LOCAL-AUTHORITY SERVICES 

In opening what the CHAIRMAN described as a 
‘grumbles session,’’ Dr. J. L. Burn, medical officer of 
health for Salford, offered as his first grumble the lack 
of recognition of the importance of mental health in 
local-authority schemes. They spend far less on it than 
on their other health services and place too much 
emphasis on the mental hospital and too little on the 
home. ‘* Only when other public-health resources (such 
as rehousing) fail,’’ he said, ‘“‘do we think of mental 
care,” and this is an expensive way of arriving at a 
diagnosis. Many opportunities of preventing ill health 
could be taken with little expenditure. The antenatal 
clinics could be used more freely for teaching, the club 
idea could be extended, group therapy encouraged, some 
family doctors might be persuaded to send patients 
earlier for treatment, hostels could be provided for mental 
defectives, and educationally subnormal children (who 
provide a high proportion of delinquents) could be 
supervised for three years after leaving school. The 
break-up of a family often dates from their eviction for 
non-payment of rent: there are no statutory funds to 
tide them over such a crisis (though health visitors often 
lend what is necessary out of their own pockets). He 
urged the need for more ‘ bridges’’—such as case- 
conferences between hospital and local-authority staffs 
before a patient leaves a mental hospital. 

Miss E. STEPHENSON, chief nursing officer at Newcastle 
upon Tyne, as a nurse, midwife, and health visitor, has 
good opportunities for observing the barriers our services 
build up between each other. (Some of them, she said, 
are themselves suffering from mental ill health: they 
need to foster good family relationships within their 
home departments.) In the home the family doctor, the 
health visitor, the midwife, and the district nurse are 
all preventing mental ill health by being good listeners. 
It is part of the health visitor’s job, in addition, to teach 
good living ; but she needs to know when to call in an 
expert, and to have an expert at hand to call in. She, 
too, since she knows the family, ought to be invited to 
attend case-conferences. 

Miss 8S. FRIEDMANN, educational psychologist to the 
City of Oxford, regretted that local authorities have so 
little sense of urgency about mental-health work. They 
would never dream, she said, of appointing one dentist 
for one afternoon a week to look after the teeth of a 
population of 10,000 children ; but they often appoint 
only one psychiatrist to such a population—though 
mental growing-pains are just as common as toothache. 
The child-guidance clinics have enormous waiting-lists, 
and children may wait a few weeks or a few years for 
treatment—which should be given early, and neither late 
nor as a last resort. 

Mrs. M. OrmMEROD, chairman of the joint Bethlem 
Royal and Maudsley Hospital board of governors, and 
member of the London County Council health committee, 
said that the grumbling of the experts had fairly and 
squarely exposed the faults of the local authorities. She 
is, she said, a reasonably good mother, but whenever she 
interviews a nicely dressed woman with two clean and 
nicely dressed children, and learns that they and the 
father are living in one room—eating, sleeping and doing 
the family washing in it—she wonders what sort of mess 
she would have made of a like job. Something can be 
done by education committees, and fortunately Lon- 
doners like spending money on education. She thinks 
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that every penny spent on child guidance and on classes 
for the educationally subnormal child is well invested, 
helping to prevent both mental ill health and crime. But 
housing, of course, is a more difficult matter. She spoke 
of the closer coéperation of the psychiatrist and the 
family doctor which has been achieved in Amsterdam. 
The Maudsley Hospital, she said, is hoping to start a 
domiciliary service with a view to keeping more patients 
in their own homes for treatment. We have some 
glimmer of how to make people secure : we know security 
is based on happy family life. Sir Geoffrey Vickers! 
has described the most important promise of mental 
science as that of ‘helping us to conceive of mental 
health as a positive dynamic condition of mind, to see 
the path towards it, to develop the will to achieve it.” 
**'We members of local authorities,” Mrs. Ormerod said, 
““must develop the will to achieve it.’ 


PROMOTING MENTAL HEALTH IN A LOCAL COMMUNITY 

Dr. 8S. A. MacKeiru, consultant psychiatrist to a 
group of Norfolk hospitals, pointed out that local 
authorities are desperately short of psychiatrists and 
psychiatric workers, whereas regional hospital boards, 
though they have not enough of these workers, do never- 
theless employ considerable numbers of them. He 
suggested that the boards should permit, and indeed 
encourage, their psychiatrists to devote one session a 
‘week of their time to mental-health work for a local 
authority—vnot in fresh treatment clinics but in preventive 
mental-health fields found by experience to be fruitful. 
He himself had asked the medical officer of health of a 
local authority to allow him to work for one session a 
week in a maternity and child-welfare clinic, where he 
hopes to learn, in time, how to spot at an early stage the 
over-anxious or otherwise disturbed mother who will be 
bringing her child to a child-guidance clinic in 5-10 
years’ time. An experienced psychiatrist working part- 
time for a local authority might help in various ways— 
by holding discussion sessions for midwives and health 
visitors, attending meetings of the medical officers 
employed by the authority, and acting as pscyhiatric 
adviser to the M.o.H. and psychiatric catalyst to the 
medical work of the local authority generally. The 
training ef duly authorised officers, he thinks, should be 
weighted on the social rather than the psychiatric side, 
but nevertheless they should have some training in 
psychiatric case-work. This should be given by psychiatric 
social workers, who, like the regional board’s psychiatrists, 
should be encouraged to give a little time each week to 
the local authorities. They should be asked, especially, 
to advise at reception-observation centres for children. 

He mentioned the Amsterdam scheme,? in which the 
psychiatrist, before recommending any treatment, inter- 
views the patient in his own home. Other experiments 
deserving wider study are the day hospital, and the 
night hospital (from which patients go out to work). 
Psychiatrists might also help local authorities by 
advising on the appropriate treatment of old people with 
mental disorders. We are still too ill-informed about 
prevention to be dogmatic, but one important thing is to 
respect the point of view of the other fellow. ‘‘ Let us 
not rush to tell other people how wrong they are in what 
they are doing.’’ He believes in supporting the authority 
of the family and increasing its self-confidence—particu- 
larly the self-confidence of the young mother in her 
feelings and impulses toward her child. Whatever we do, 
growing up from infancy will always be a strenuous and 
frustrating business, adolescence a stormy time, and no 
amount of tactfully given information about the facts 
of life will alter that. Perhaps good mental health, like 
good morale in an army unit, cannot be achieved by 
direct means ; perhaps it is, he said, ‘‘ the bloom on the 
fruit of a really sound society.”’ 


1. Lancet, March 12, 1955, p. 521. . 
2. See Ling, T. M. Ibid, 1954, i, 1127; Ibid, p. 1117. 
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In England Now 





A Running Commentary by Peripatetic Correspondents 


ONCE in the days of our master, the Commander of 
the Faithful, Haroun El Rashid, on him be peace, in 
the season of the ripened dates, there came two wise 
men riding from the west. And after they had shaken 
off the dust of the plains they sought the ear of the 
Caliph. But Abu Newas, his wazir, stopped them at 
the gate of the City of Peace and said: What manner 
of news do you bring from the Land of the Free? And 
the first wise man said: Lo, we bear a magic potion for 
your maidens and your young men, that they may 
smile upon each other with pearls as white as asses’ 
milk in the moonlight. That your wives shall not spit 
their teeth into the dust when they are heavy with 
child. That your aged ones shall not chatter false mouth- 
ings in the market place. And Abu Newas was glad 
in his heart, for he found joy in both the comeliness 
of maidens and the flesh of a roasted sheep. 

So the wise men were led into the presence of the 
Caliph. And Haroun El Rashid heard their say. And 
Abu Newas whispered: Give them a thousand dinars, 
O master, for they worship gold in their land, and let 
us have neither holes in our teeth nor pains in the night. 
But the Commander of the Faithful said: Stay! I 
would first know how this magic potion, which you 
call Fluor, shall be given to my people. And the first 
wise man replied: It shall be poured into every well 
in your kingdom, that all must partake of the blessings 
of mankind. But Haroun doubted and said : How shall 
I know that it will not harm my people if they drink 
too much? And the second wise man replied: Their 
teeth will become mottled as the camel’s and their backs 
as stiff as rocks, but see, we have a thousand scrolls in 
our caravan to bear witness to the wisdom of our wise 
men. And Abu Newas whispered : Their people worship 
a god called Science only a little less than gold. Let us 
test their magic on thirty-six of our children. And 
Haroun said: Let it be so. 

But many moons passed, and Abu Newas had to slip 
with the cunning of a jackal through the time of 
Questions. Some of the thirty and six children were 
changed by magic into men and women, and the scrolls 
were lost in the secret registry. And Abu Newas cried 
three times that the wise men of the west must be wiser 
than any tests. But the Commander of the Faithful was 
beleaguered by his wives, who made much song and 
dance, and said: It is against the will of Allah to medicate 
the masses. It is not justice to make your people of all 
ages drink this Fluor when even the wise men say its 
magic spell works feebly after eight summers have 
passed away. And yet other zealots trailed strange 
western fish called herrings across the palace yard. 
And the Commander of the Faithful held his head and 
groaned: Bring me a goatskin of wine, and cast this 
noisy mob into the river that they may take their fill 
of water. And cast Abu Newas and the wise men in 
as well, so that once more I may rule over the City of 
Peace. Let it be so. 

* * * 


It’s the nights that get me down. A typical night 
in our family goes like this. Midnight, I’ve just got 
warm and am dropping off when banshee wailing from 
Second Child recalls me. I get up, find my slippers and 
dressing-gown, and stagger down the arctic stairs to 
get him a drink (warm orange, in pink mug—no other 
acceptable) and deal with his other metabolic needs. 
Then, cursing roundly, I tuck him up and go back to 
bed, to find my husband hogging my warm patch and 
snoring heavily. A few sharp kicks right this, and I 
settle down and am deliciously warm and sleepy when 
agonising howls from Third Child break out. Same 
procedure as before. She is starving and soaking. I 
apply her drink (warm milk in a red mug) to the appro- 
priate end and dry towelling to the other, fling her back 
in her cot, and stamp off to bed again. This time I 
manage to snatch a little sleep, and it is 3 A.M. before 
First Child has a nightmare, and eldritch screams of 
‘**Mummy, Mummy—there’s a fire engine in my bed!” 
have to be dealt with. (He has cold blackcurrant in a 
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blue mug.) The cat is now in my warm place... . In 
the morning my husband asks brightly, ‘* Well—what 
sort of a night did you have? ”’ 

* * + 


Professor A decided to telephone Professor B to see if 
they could go to a committee meeting together. Professor 
A is a busy man and he cannot be expected to hold on to 
a telephone line while the nurses look for Professor B. 
So he has a secretary to whom he says ‘“‘ Get me Pro- 
fessor B on the phone.’’ Professor B is equally busy and 
he cannot be expected to answer the telephone himself, 
or to hold the line while someone’s secretary says ‘* Will 
you hold the line, Professor A would like to talk to you.” 
So Professor B also has a secretary who answers his 
telephone and puts through his calls. 

When Professor A’s secretary asked Professor B’s 
secretary if Professor A could speak to Professor B, 
Professor B’s secretary felt some alarm. It appeared 
that on a previous occasion when Professor A had 
telephoned Professor B, Professor B’s secretary had gone 
to a great deal of trouble to find Professor B, who was 
in the middle of a ward round at the time with some 15 
or 20 lesser beings following him. Unfortunately when 
he got to the telephone Professor A’s secretary was 
unable to find Professor A. With great presence of mind 
she had said that Professor A had been called away 
suddenly, but Professor B did not believe this story 

—and indeed he was quite right, since Professor A was 
known to be rather forgetful and had actually gone off 
to the laboratory to look at some kymograph tracings. 
Professor B’s secretary therefore produced a general 
solution to all problems of this nature; she simply 
announced that Professor B was engaged at the moment 
and that he would telephone Professor A when he 
was free. 

Those who have the gift of seeing general principles 
behind the ordinary details of everyday life will at once 
grasp the fact that this story shows up a fundamental 
problem which we might call ‘‘ the law of telephonic 
precedence.”’ Stated as simply as possible it implies 
that a great man shall not be made to give way to a 
lesser man in answering telephone calls. One difficulty 
remains—that of establishing rules for settling prece- 
dence. And here I think we are entitled to some help 
from the National Health Service. Many secretaries 
lacking in experience would be greatly helped if they had 
some system of finding out a man’s importance quickly. 
What about a simple scoring system? 10 marks for 
a consultant or a professor, 8 for an F.R.C.P., 6 for an 
F.R.C.S. OF an M.R.C.0.G., 4 for lesser qualifications like 
D.P.M., M.D., or F.R.S. Hospital appointments on the 
medical staff would range from 7 to 2 and there are some 
delightful possibilities involving very small fractions with 
irrational solutions for non-medical supervisors and 
administrators. Anyone in receipt of a merit award 
takes top priority. 

* * * 

I was new to general practice, and Social Medicine had 
loomed large in my training. When I came across my 
first example of gross overcrowding I wrote a stiff letter 
to the housing authority. They fell for the story and 
Mrs. W. was offered a house on the new housing estate. 
On Friday evening she came to the surgery to thank me. 
She and her family of four would exchange their one 
room for six the next day. 

On Saturday morning Mrs. McG. came to add her 
family of five to my medical list. She had moved into 
Mrs. W.’s room. ‘‘ And could I have a letter for the 
housing like you gave Mrs. W.? ”’ 

* * * 

The old man in my outpatient clinic complained of 
indigestion, but seemed unable to give me a coherent 
account of his symptoms. Eventually in desperation I 
asked him how he knew he had indigestion. He brightened 
at once. The X-ray showed a septic cat in my 
duodenum.”’ In astonishment I said ‘‘ A septic cat ? ”’ 
‘** Yes,’”’ he replied ‘‘ a septic cat. I don’t know what 
they meant, but that’s what they said; a septic cat. 
They’ve been treating it with milk.” 

* * * 


Is it true, or is it a rumour, that the manufacturers of 
dexamphetamine are living on the fat of the land ? 
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Letters to the Editor 


MUSCULAR DYSTROPHY 

Sir,—The Central Council for the Care of Cripples has 
decided to form a Group or Association of patients 
suffering from Muscular Dystrophy, and has already found 
that there is considerable interest in such a development, 
particularly among the patients and their parents. 
Numerically the problem is not a large one, but the 
people concerned are often isolated, and it is the Central 
Council’s intention to establish a friendly link, to provide 
interest and amusement for the children, and to distribute 
leaflets of general information to parents, members and 
others. 

It is beyond dispute that research is of paramount 
importance, and your readers will agree, we feel, that 
there can be no firmer basis on which to develop the work 
which is contemplated than through the advice and 
support of the many distinguished neurologists and other 
specialists who have accepted appointment to the Medical 
Advisory Committee which the Council has set up. 

The chief difficulty from the Central Council’s point 
of view as a voluntary society is to find the people it 
wishes to help. Nevertheless ascertainment of the extent 
of the problem is an essential if real progress is to be 
made. I am therefore writing to ask anyone in sympathy 
with this movement to put their patients or others known 
to them in touch with the Central Council for the Care 
of Cripples. I must emphasise that the Group will remain 
within the «gis of the Council, which intends to use its 
existing County Associations rather than to superimpose 
a new organisation. 

HARRY PLATT 


President, 
Muscular Dystrophy Group. 


Central Council for the Care of Cripples, 
: Lecleston Square, 
London, 8.W.1. 
HALLUCINOGENIC DRUGS 

Srr,—We hope you will allow us.to voice a word of 
warning regarding the use of the so-called “ hallucino- 
genic’ drugs, notably lysergic acid diethylamide 
(LSD 25). Although its application, especially as an 
adjuvant to psychotherapy, is suggested by recent work,! ? 
we feel that too little as yet is known about individual 
differences in susceptibility to warrant its use except 
under closest supervision. Our own observations in 
normal volunteers, and reliable reports from colleagues, 
suggest that : 

1. During acute intoxication the subject may potentially be 
a danger to himself and to others. 

2. In single instances a delayed and exceptionally severe 
response may take place, and be followed by serious after- 
effects lasting several days. 

3. Early psychotic conditions may be aggravated by the 
drug. 

Until more is known about its mode of action, we urge 
those interested to refrain from using the drug in out- 
patients or in day-hospital patients, and restrict its use 
to inpatients—and then only when constant supervision 
by trained personnel is available. At this early stage it 
seems to us wise to tread cautiously, and to protect what 
may be a promising new method from indiscriminate use 
ind untimely haste. 

C. ELKES 
J. ELKES 


Psychiatry, . ie " 
University of Birmingham. W. MaAyer-Gross. 


Department of Experimental 


BURNS FROM ELECTRIC BLANKET 
Srr,—An unusual domestic hazard which may face 
young children was recently illustrated in my practice. 
A 4-yéar-old boy was sleeping in his parents’ bed, in which 
an electric blanket had been placed beneath the lower sheet. 





1. Sandison, R. A., Spencer, A. M., Whitelaw, J. D. A. J. ment, 
ci. 1954, 100, 491. 


2. Sandison, R. A. Ibid, p. 508. 
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The heat control had previously been set to the minimum. 
The mother found the child unconscious and rigid; the 
father, in attempting to rouse him, received a not incon- 
siderable electric shock from the boy’s body. The blanket 
having been disconnected, the sheet was found to be saturated 
with urine, and the child had suffered full-thickness burns 
of the skin of his back, buttocks, and thighs. He rapidly 
recovered consciousness and was admitted as an emergency to 
the nearest hospital. Subsequently he was transferred to 
a pediatric burns unit. 

Since the use of electric blankets is becoming increas- 
ingly widespread both in homes and in hospitals, the 
dangers of their use by infants, young children, and 
enuretics should surely be stressed. Moreover it should 
be incumbent on manufacturers to make provision for 
adequate earthing, and preferably to fit an automatic 
cut-out to counter an accidental short-circuit. 

NEVILLE DaAvVIs. 


JOURNEY’S END 

Simr,—A year ago, in an article entitled African 
Journey,! I recorded some impressions of a trip from 
Cape Town to Cairo during which I visited the main 
medical centres in the Union of South Africa, Southern 
Rhodesia, British East Africa, and the Sudan. From 
evidence obtained at many clinicopathological con- 
ferences I came to the conclusion that certain diseases, 
which cause a vast amount of ill health in Europeans, 
are much rarer in Africans. They fall into two main 
groups : 

(L) Diseases which are commonly called ‘‘ psychosomatic ” 
by those who believe that emotional factors are of major 
etiological importance—e.g., peptic ulcer, essential hyper- 
tension, rheumatoid arthritis, and toxic goitre. 

(2) Diseases which may be caused by metabolic factors— 
e.g., atheroma and its sequele (cerebral thrombosis, coronary 
thrombosis, and peripheral vascular disease), cholecystitis 
and gall-stones, and diabetes. 

This difference in prevalence could be attributable to 
racial and constitutional factors or to environmental 
factors such as diet, housing, and associated infections. 
In concluding my article I suggested that if the diseases 
which are commoner in Europeans than in Africans are 
due to environment rather than race their prevalence 
should be conspicuously higher among those Africans 
who have adopted Western customs, eat Western food, 
and are submitted to the emotional strains of modern 
civilisation. To complete my African Journey, therefore, 
I went last December to the Southern States of the 
United States of America, so as to obtain information 
about the prevalence of these diseases in the American 
Negro. 

When I previously visited South Carolina and Georgia 
thirty-two years ago, the economic, social, and educational 
state of the vast majority of coloured people was exceed- 
ingly poor. Malnutrition was rampant, housing con- 
ditions were usually deplorable, and the daily wage was 
often as low as 50-75 cents. Two world wars, and the 
industrialisation of the Southern States which has 
resulted from them, have led to a revolution in the living 
conditions of the Negro. 

Alike in the factory and in the field he receives the same rate 
of pay as his white neighbour (perhaps 6-12 dollars a day). 
A Negro woman doing domestic work is paid 6 dollars a day. 
Negro boys and girls go to well-constructed primary and 
secondary schools and many proceed thereafter to college. 
The average coloured family lives in a house which, though the 
general standard has greatly improved, would still be con- 
sidered unsatisfactory by white people of the same economic 
class ; but with less to pay in rent and taxes for his house the 
Negro may have more money than a white workman, on the 
same weekly wage, to spend on food, drink, tobacco, motor- 
cars, and other luxuries. 

Standing in a main street in Charleston, South Carolina, 
one evening, I watched the stream of cars which carried the 


London, N.11. 
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workers back to their homes in the suburbs and in the sur- 
rounding country. There appeared to be more cars driven by 
coloured people than by white people, while the condition, 
make, and size of the cars seemed to be the same in the two 
groups. 

In one generalion the material prosperity of the 
American Negro has been transformed ; and at the same 
time malnutrition and deficiency diseases (such as 
pellagra) have virtually disappeared, malaria has been 
eradicated, and many diseases such as enteric fever and 
dysentery, which are associated with bad hygienic 
conditions, have been greatly reduced. On the other 
hand, material prosperity does seem to have been bought 
at a considerable price; for everyone with whom I 
discussed this matter told me that the psychosomatic 
and metabolic diseases have much increased among the 
Negro population of the United States. Dr. V. P. 
Sydenstricker, professor of medicine in the University of 
Georgia, informed me that whereas at the beginning of 
his professional career forty years ago these diseases 
were rare among Negroes, they are now very common. 
Several distinguished physicians told me, indeed, that 
Negroes are now developing malignant hypertension and 
the collagen disorders more severely and at an earlier 
age than white people. 

The evidence before us leaves little doubt that the 
origin of many diseases is closely related to the working 
and living conditions and eating habits of Western 
civilisation. The relative importance of metabolic and 
emotional factors in the etiology of these diseases 
remains to be ascertained. We are also left with the 
question whether people who have once enjoyed the 
material pleasures of modern times will ever be willing 
to return to a simple agrarian life. 


Edinburgh. STANLEY DAVIDSON. 


INVESTIGATION OF METABOLIC DISORDERS 

Sir,—My colleagues and I are investigating the 
population genetics of three rather rare metabolic 
disorders; pentosuria, cystinuria, and alkaptonuria. 
We should be very grateful if general practitioners and 
consultants could put us in touch with patients known 
to have any of these disorders. 

Department of Biochemistry, 
London Hospital Medical College, 
Turner Street, London, E.1. H. 
AIR EMBOLISM 

Sir,—Dr. Snell (March 19) rightly says that lowering 
the head as a first-aid measure may be life-saving in 
this emergency and adds, but does not stress, ‘* preferably 
with rotation to the left side.’ He speaks of “ pleural 
shock”? and “ obstetric shock’ together as if, when 
due to air embolism, they were of the same kind, whereas 
the former is arterial and the latter (primarily) venous. 

In arterial air embolism such as may cause * pleural 
shock ”’ in artificial-pneumothorax therapy, air can reach 
the brain and cause many, often transient, symptoms ; 
but it can also enter the right coronary artery and kill 
the patient quickly. In the left lateral position the 
uppermost part of the beginning of the aorta will be the 
part without a coronary orifice, and therefore in this 
position the risk of coronary air embolism should be 
lessened. It would be interesting to know on which 
side the patient was lying in cases of death from air 
embolism complicating artificial pneumothorax therapy. 

There are two reasons why in venous air embolism also 
the left lateral position is important: (1) arterial 
(coronary) air embolism may complicate entry of air into 
a vein paradoxically because of a patent foramen ovale ; 
(2) venous air embolism causes froth in the right ventricle 
but there is experimental evidence that this is less 
likely to block the outflow tract when the body is in the 
left lateral position.? 


HARRIS. 





1. Durant, T. M., Long, J., Oppenheimer, M. J. Amer. Heart J 
1947, 33, 269, 
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No one doctor can speak from great experience of air 
embolism, and when he meets this emergency and has 
decided what to do it may be too late. I think that in 
artificial-pneumothorax therapy, intravenous therapy, 
and indeed in any procedure which might be complicated 
by this or any other accident the doctor should, before 
starting, give thought to what might go wrong and what 
he would do if it did. First-aid measures in air embolism 
should include turning the patient on to his left side in 
addition to withdrawing the needle (if any) and lowering 
the head. 


Chase Farm Hospital, 


Enfield, Middlesex. C. ALLAN BIRCH. 


FIBRO-ADENOSIS 


Sir,—I have been expecting someone to comment on 
your annotation of Jan. 1. Under the heading of Fibro- 
adenosis it gave a brief summary of an investigation 
by Dr. Kiaer on the potential dangers of (according 
to a footnote) fibro-adenomatosis or chronic mastitis. 
The confused nomenclature makes it difficult to assess 
the value of any investigation. 

‘** Fibro-adenosis ’’ as a comprehensive title was sug- 
gested by Atkins to include a number of structural 
changes in mammary tissue. ‘‘ Fibro-adenomatosis,”’ 
surely, is mostly a male affair, and covers the majority 
of enlargements of the male breast from childhood to 
old age. The terms ‘‘ chronic mastitis ’’ and ‘‘ chronic 
cystic mastitis,” inaccurate but harmless, originated from 
the writings of Astley-Cooper (1828), Benjamin Brodie 
(1840 and 1860), and Paul Reilus (1868) to become even- 
tually—in the opinion of Foote and Stewart—little more 
than conditioned reflexes of the surgical mind. 

At a later dater date Schimmelbusch (1892), Bloodgood 
(1923), and Cheatle and Cutler (1931)—who all, inciden- 
tally, combined the réles of surgeon and histologist— 
were mainly responsible for raising doubt on the inter- 
pretation of one phase or histological pattern of ‘ chronic 
mastitis’? still often referred to as Schimmelbusch’s 
disease. Thisstate of mammary tissue has been persistently 
regarded by histologists as pathological, depicting, in 
effect, neoplasia of non-functional tissue. 

For their impressions of a lump in the breast clinicians 
are largely dependent on abnormalities of the ground 
substance ; and, when histologists threw doubts into 
their minds about epitheliosis, microcystic hyperplasia, 
and other microscopic findings, something of a grievance 
was developed and gradually displaced on to lumpy 
breasts in general. This misunderstanding between 
clinicians and histologists—-who often, so to speak, live 
far apart—brought ‘“ chronic mastitis ’’ under suspicion 
and was responsible for innumerable mastectomies, and 
at any age, more especially during the 1920s and ’30s. 

The very nature of this subject, dating presumably 
from the emergence of the primates, does not permit of 
clear-cut clinical and histological divisions, nor for that 
matter of a satisfactory comprehensive title. No uniform 
standard of structure and function applies to mammary 
tissue: rather has it ‘“‘a wide variation from time to 
time and from individual to individual without parallel 
in any other organ in the mammalian body ” (Creighton). 
Most of the common structural changes, however, fall 
roughly into two groups with a subdivision of the 
second : 


“e 


1, Exaggerated physiological changes. 

; _ { non-invasive 

2. Pathological changes. Neoplasia. < invasive and 

_ irreversible 
In an important article’ E. K. Dawson enters a plea 
that the terms ‘* adenosis ’’ and “ fibrosing adenosis ’’— 
hypertrophy of functional tissue during adolescence, in 
adult life, with a pregnancy-lactation period, or during 
regression from fertility—should be maintained to 





1. Edinb. med. J. 1954, 61, 391. 
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describe the first group. Adenosis in this sense is neither 
1 disease nor a menace. 

On the other hand, once a neoplasia is established, its 
destination may be earmarked, biologically, from the 
start ; yet histological confirmation, one way or the other, 
may on occasion be near impossible. A variety of physio- 
logical and pathological patterns may be found in sections 
from different areas of the same breast. These are often 
interpreted as stepping-stones to disaster, but presum- 
ably, could be tissue reactions to a varying chemical 
status. 

London, W.1. 


F. D. SANER. 


PNEUMOCONIOSIS 


Sir,—Dr. Triger * has commented on the lack of com- 
parisons of pneumoconiosis diagnoses during life with 
post-mortem findings, and Dr. Fletcher ? has subsequently 
drawn attention to the observer error in pathological 
assessment. 

This problem of comparing diagnoses intra vitam with 
post-mortem findings in silicosis has been repeatedly 
studied in Germany. 

Worth and Nerreter * have analysed the data for 327 cases 
of silicosis confirmed by necropsy. The degree of silicosis was 
based on the older classification into stages I, 11, and 111. 

In 83°, of the cases there was agreement between clinical 
and post-mortem findings for the degree of silicosis found. 
Taking the necropsy findings as correct, the clinical results 
overestimated the disease in 8% of the cases and under- 
estimated it in another 8%. The overestimates occurred 
chiefly in stages 0-11 and the underestimates in stage III. 


Although the German classification is not appropriate 
for pneumoconiosis in coalminers, and differs from the 
classification used in this country, a detailed survey 
here would probably also show reasonable general agree- 
ment between radiographic and pathological observations. 

Safety in Mines Research Establishment, 

Ministry of Fuel and Power, 


Portobello Street, 


Sheftield. 1. G. NAGELSCHMIDT. 


RUPTURE OF DUODENAL STUMP AFTER 
GASTRECTOMY 

Srr,—Mr. Henson’s paper (March 19) draws attention 
to afferent-loop obstruction as a dangerous complication 
of a Polya partial gastrectomy. The successful result 
in his case emphasises the importance of his early and 
accurate diagnosis of this complication, which is gradually 
becoming more widely recognised. 

With regard to his conclusions I would suggest that, 
in addition to careful clinical and radiological examina- 
tions, the gastric remnant should always be aspirated 
with a Ryle’s tube, when afferent-loop obstruction is 
suspected. Absence of bile in the aspirations will confirm 
that the afferent loop is obstructed. This simple test 
can be performed in a few minutes in the ward, and may 
give useful results, particularly at times when the chnical 
signs are indefinite and radiological facilities are not 
immediately available. 


Ilford, Essex. R. P. WARREN. 


Srr,—I was interested to read Mr. Henson’s article. 
Although I am not sure that a distended afferent loop 
per se will cause the blowing of a duodenal stump, I feel 
that it may contribute to this catastrophe. With an 
imperfect duodenal suture-line, afferent-loop distension 
could conceivably hasten the breakdown of the closure 
and add to the violence of the burst. 

For four years I have been performing a Roux-en-Y 
anastomosis in the Polya type of gastrectomy for 
duodenal ulcer. This operation results in deviation of 
the afferent loop from the gastro-intestinal anastomosis, 
and is undertaken to prevent the post-gastrectomy 








1. Triger, K. Lancet, 1954, i, 574. 
2. Fletcher, C. M. Ibid, p. 626. ae 
3. Worth, G., Nerreter, W. Beitr. SilikForsch. 1954, 30, 3. 
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syndrome. We stated that a point incidental to the 
Roux-en-Y type of anastomosis was that the duodenal 
contents pass uninterrupted into the jejunum, thus 
diminishing the risk of a blown duodenal stump.! 

My experience with the Roux-en-Y anastomosis has 
been that, while a small number of minor duodenal 
leaks have been encountered (about the seventh day 
with little inconvenience to the patient), there have been 
no cases of catastrophic burst duodenal stump. This 
may prove an important advantage. My experience 
supports the claim that a distended afferent loop is an 
important factor in rupture of a duodenal stump. 


Victoria Hospital, 


Swindon, Wiltshire. J. Ewart SCHOFIELD. 


PERFORATED DUODENAL ULCER AND 
SLEEPING POSITION 
Sm,—Few will dispute that hyperchlorhydria is an 
important factor in duodenal ulceration. The following 
investigation was suggested by the possibility that 
gastric and duodenal night secretions, collecting at the 
most dependent portion of that part of the gut, might 
there cause ulceration. The most dependent portion 
will, of course, vary with the patient’s position; but 
changes of position are very much less at night, and so 
it seemed reasonable to expect some relationship between 
sleeping posture and the site of ulceration. 


One obvious objection is that the lie of the stomach is 
very variable ; for this-reason gastric ulceration was ignored 
throughout the investigation. The position of the duodenum 
is also variable, but the differences are comparatively slight. 
The anterior surface of the first part of the duodenum nearly 
always passes transversely from left to right with a slight 
tilt superiorly and posteriorly. The digestive juices of the 
patient who sleeps on his belly will therefore bathe the 
anterior wall of his duodenum ; and the juices of the patient 
who sleeps on his back will (though to a lesser extent because 
of the posterior tilt) bathe the posterior duodenal wall. 

This hypothesis may be criticised on the grounds that the 
gut is not a flaccid gutter, that its walls are normally in 
apposition, and that stagnant puddles of secretion cre therefore 
unlikely to form. Yet at laparotomy the duodenum is usually 
found to be uncollapsed, and peristalsis is less noticeable 
there than elsewhere in the small gut. More difficult to 
counter is the suggestion that people do not know in what 
position they sleep—they know only the position in which they 
fall asleep. During the night, if advertisements are to be 
believed, vast amounts of energy are expended in twisting 
and turning. Nevertheless, careful observations on sleeping 
hospital patients reveal that major movements involving 
complete change of posture are made, on the average, some 
three or four times only; and usually the patients revert 
quite soon to their ‘favourite ’’ sleeping position. Most 
patients become more restless towards morning, but quite 
a number—particularly women—lie log-like all night in one 
position. 

Sleeping posture varies considerably with age: the young 
sleep more often on their bellies than do the old, and more 
older people—perhaps because of fat bellies and less adaptable 
vertebral columns—sleep on their backs. Nevertheless, the 
most common position in all age-groups is on the right side. 
Slightly less common are those who sleep on their left sides. 
Comparatively few persons sleep on their backs, and even 
fewer sleep on their bellies. 

100 patients who had had anteriorly perforated duodenal 
ulcers (confirmed at laparotomy) were first investigated. 
Those who had returned home were sent a questionnaire 
concerning their position during sleep, and the others were 
questioned verbally. Many were unable to make dogmatic 
statements, so the words “ always,”’ “‘ usually,’’ ‘‘ sometimes,” 
and “‘ never’”’ were used in estimating the frequency of the 
four positions (right side, left side, back, or belly). When 
allowances had been made for intermediate positions, the 
findings were as follows :— 


Chiefly on the right side 45 % 
Chiefly on the left side 33% 
Chiefly on the belly .. None ~ 
Chiefly on the back 22% 


The average age of these patients was 48. 


1. Schofield, J. E., Anderson, P. St. G. 





Brit. med. J. 1953, ii, 598. 
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137 outpatients and inpatients, also of an average age of 

48, but with no recognised abdominal troubles, were then 

similarly questioned, and the following results obtained : 


Chiefly on the right side aN 44% 
Chiefly on the left side ‘ an 35% 
Chiefly on the belly es 9% 
Chiefly on the back s ad 12° 


Contrary to expectations, the results showed that 
patients who had suffered anterior perforations slept 
less often on their bellies than those in the control group. 
There are two possible explanations for this: the 
duodenal contents may be satisfactorily buffered, even 
in those with hyperchlorhydria, by the duodenum’s 
own alkaline secretion and by the lessened nocturnal 
biliary and pancreatic contributions ; a more probable 


explanation is that patients with anterior duodenal 
ulcers find that lying prone is more uncomfortable 


than lying supine. 2 patients spontaneously admitted 
that, shortly befoie perforating, they had found that 
their pain was very much less if they turned on to their 
backs. 

My thanks are due to Mr. Richard Charles and Mr. Arthur 
Hill for permission to interrogate their patients. 


Ipswich. EDWARD ELMHIRST. 


ARTIFICIAL POSITIVE-PRESSURE RESPIRATION 

Srr,—When respiratory paralysis is associated with 
pharyngeal paralysis special precautions must be taken 
regarding artificial respiration. Brown et al.! emphasised 
the need for early tracheotomy ; thereafter artificial 
respiration may be applied by means of a tank respirator # 
or by intermittent positive pressure (1.P.P.) through a 
short cuffed endotracheal tube inserted directly into the 
trachea.? 4 

While some 1.P.P. machines are designed to intermit the 
flow from a cylinder of compressed air or mixture of oxygen 
and nitrogen,® * many others are designed to pump room-air 
rhythmically from a bellows? *; and with these a pressure- 
operated (P.0.) inspiratory/expiratory valve must be used. 
This type of valve is used in the positive-pressure attachments 
with which many tank respirators are now being fitted.® 
In prolonged 1.P.P. with a bellows-type machine, the air passes 
through breathing-tubes and a humidifier to the P.o. valve, 
then through a short piece of wide-bore rubber tubing to a 


1. Brown, J. R., Baker, A. B., McQuarrie, I. J. Amer. med. Ass. 
1947, 135, 425. 

2. Harris, H. H. Arch. Otolaryng., Chicago, 1952, 56, 385. 

3. Lassen, H. C. A. Lancet, 1953, i, 37. 

4. Smith, A. C., Spalding, J. M. K., Russell, W. R. Jbid, 1954, 
i, 939. 

5. Bang, C. IJbid, 1953, i, 72: 

6. Macrae, J., McKendrick, G. W., Claremont, J. M., Sefton, 

E. M., Walley, R. V. Jbid, 1953, ii, 971. 

7. Beaver, R. A. Ibid, 1953 i, 977. 

8. Russell, W. R., Schuster, E. Jbid, 1953, li, 707. 


3. 


9. Galpine, J. F. Ibid, 1954, i, 1013. 
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suction connec- 

tion attached to 

the cuffed endo- 

tracheal tube. 

The P.o. valve 

is of crucial im- 

portance, for it 

must respond TO 
promptly to the PATIENT 
rhythmie alter- 
nation of ins- 
piratory and 
expiratory pres- 
sures in the 
tubes, must seal 
accurately — in 
either phase, 
must offer 
minimum 
airflow - resist- 
ance (especially 
to expiration), 
must never 
stick, must be 
robust, and 
must be easily 
cleaned and 
sterilised. 

The P.o. 
valve describ- 
ed here was 
designed by 
one of us (G. 
T. 8.-C.). 

The valve 
(figs. 1 and 2) 
consists of an 
aluminium cas- Fig, 2—Above, diagram of the valve. 
ing with three 
ports— inspira- 
tory (A), expir- 
atory (B), and inspiratory/expiratory (C)—and a diaphragm 
(D) of reinforced rubber. The casing is made in two parts 
which are held together by hinged clips similar to those used 
on the distributor head of a car. When assembled, the casing 
firmly grips the margin of the diaphragm. The diaphragm 
has a ring of six air-holes (E) and carries a thin centrally 
attached metal plate (F) and two studs which fit into corres- 
ponding notches in the casing to ensure correct positioning. 
With the diaphragm in neutral position a gap of '/;, in. separ- 
ates it from a circular sealing rim (G) which surrounds the 
inner aspect of the inspiratory/expiratory port. By undoing 
the clips and opening the casing the diaphragm may be 
removed and a fresh one installed in a few seconds. The 
diaphragm and casing withstand sterilisation by boiling. 

On inspiration air is forced through the six air-holes, 
simultaneously pushing the diaphragm against the sealing 
rim and the metal plate away from the air-holes. On 
expiration the diaphragm breaks away from the sealing rim 
and returns to its neutral position, impelled by suction from 
the expanding bellows on one side and by pressure from the 
recoiling lungs on the other, and aided by its own slight 
elasticity. The same forces seal the metal plate against the 
air-holes, compelling the expired air to pass through the 
single expiratory vent (to which a spirometer may be attached 
when desired). 

The combined area of the air-holes and the area enclosed 
by the sealing rim determine the resistance of the valve to 
airflow—-which is up to 10 cm. water-pressure in inspiration 
(varying with the condition of the diaphragm) and 2 cm. 
water-pressure in expiration. The '/,, in. excursion (H) of the 
diaphragm from the neutral position is crucial in valvular 
efficiency. 

The casing offers no lodgment for water condensing from 
the expired air, provided the expiratory vent is inclined 
downwards to allow drainage. No sliding parts that might 
stick or wear are used in the construction of the valve. 

Careful watching and frequent changing is necessary in the 
use of any P.O. valve, and a spare valve must always be at 
hand. The valve described here should be changed at least 
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Below, 
diaphragm showing inspiration ports and plate 
valves (interrupted line). 


daily, although it has been found to function effectively for a 
few days without attention ; occasionally it may be sufficient 
The application of negative 


to change the diaphragm only. 
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pressure in expiration (“* blow and suck’) is advocated by 
Maloney et al.,'° but with a P.o. valve of this type suction 
would interfere with closure in the expiratory position. In 
any case “ blow and suck” action is not possible with the 
apparatus used at present in Britain. Future models will 
employ mechanically operated valves rather than P.o. valves ; 
the former will operate effectively in either 1.p.P. or “ blow 
and suck ”’ respiration, and will entirely remove the fear of 
valve failure. 


APPARATUS FOR TESTING POSITIVE-PRESSURE EQUIPMENT 
In assessing the efficiency of new apparatus it is 
necessary to measure function against a standard. 
Accordingly one of us (G. T. 8.-C.) constructed a testing 
machine for LP.P. equipment (fig. 3) in which a 
concertina-bellows acts as an artificial lung. 

The relation (if any) of the expansile response of a patient’s 
lung to the expansion of the bellows is not known, but the 
bellows works within the range of expected clinical pressures 
by expanding against a spring which, at a tidal volume of 
920 ml., produces a pressure of 10cm. of water. The expansion 
of the bellows is communicated through a simple lever system 
to a ball-point pen moving to and fro along parallel guides. 
The mounting allows the pen to rest solely by gravity on graph- 
paper, which is unrolled by clockwork at a constant speed. 
A seconds recorder (also with ball-point pen) works off an 
electric-clock mechanism. A gauge indicates the pressure 
(in centimetres of water) inside the bellows. 

The inlet port of the machine will take a P.o. valve direct— 
corresponding to *‘ mask ”’ conditions—or will accommodate 
plastic tubes of two sizes, representing the male and female 
trachea respectively, into which cuffed endotracheal tubes 
can be inserted as in clinical practice in 1.P.P. 

The aim throughout has been to eliminate friction and 
jerkiness, and so abolish adventitious movements of the 
recording pen; the resultant curves are smooth and free 
from unexplained fluctuations. They relate directly to 
positive pressure and volume, but not to negative pressure, 
though the latter shows on the curve and can also be read 
on the gauge. ‘The device gives constant results under the 
same conditions and thus can function as a reasonable 


10. Maloney, J. V.jun., Elam, J. O., Hanford, 8S. W., Balla, G. A. 
Eastwood, D. W., Brown, E. 8. J. Amer. med. Ass. 1953, 
152, 212. 
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Fig. 3—Testing machine. 
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standard. It has been indispensable in developing the P.o. 
valve described above, and has been used to compare the 
performance oi a number of such valves and of 1.P.P. machines. 
The tester may also be used to measure the effect on airflow 
resistance of varying the other components of an LP.P. 
assembly—e.g., the size of endotracheal tube. 


J. F. GALPINE 
G. T. SmitH-CLARKE. 





Coventry. 


HYPERGLYCAMIA AFTER BURNS 

Srr,—It is some time since I discussed the occurrence 
of hyperglycemia and glycosuria after burning injury 
with Dr. J. P. Bull and his colleagues at the M.R.C. 
Burns Unit in Birmingham. I was therefore very 
interested to read in Dr. Sevitt’s letter (March 12) that 
he has found additional evidence of adrenocortical 
overactivity and also changes in the islets of Langerhans 
at post-mortem examination in such a case. Dr. Sevitt 
has misunderstood me in stating I suggested that early 
involvement of the islet cells did not take place. He is 
correct in presuming that the reducing substance in 
the urine of my patients was glucose, not lactose or 
galactose: incidentally, none of my patients were 
treated with lactose powder. Finally, I described the 
effect of a single dimercaprol injection on glucose tolerance 
in the burned cases as slight. However, to my colleagues 


‘and me, the implication of this, coupled with the more 


pronounced effects after several injections in some 
diabetics, is that replenishing or augmenting SH groups 
may alleviate faulty glucose metabolism in certain 
patients. 
Medical Research Council 
Clinical Research Unit, 


Guy’s Hospital, London, 8.E.1. W. J. H. BUTTERFIELD. 


EFFECTIVE CIRCULATION OF UTERINE WALL 
IN LATE PREGNANCY 


Sir,—Dr. Schuurmans (March 26), in accounting for 
the efficiency of anti-histamine treatment in pregnancy 
toxemia, has advanced hypotheses which much evidence 
refutes. 

He assumes that permeability of the maternal capillaries 
exists in pre-eclampsia to account for the cedema. This cannot 
be the case, for the protein in cedema fluid amounts to 0-10— 
0-48 g. per 100 ml.—a level insufficient to overcome the 
osmotic pressure and attract fluid out of the vessel wall.’—* 

Nor can adrenaline or noradrenaline be invoked in the 
causation of hypertension, for it has been shown by Assali ® 
that benzodiozane effective in producing adrenergic blockade 
was without effect on the blood-pressure in normal or 
toxemic pregnancy. Corticoids, too, cannot be of primary 
etiological significance * since their function appears to be 
regulatory. Further the level of the lipid-soluble substance in 
the urine, a reflection of the corticoid content of the blood, 
does not correspond with the severity of the toxzmic state,’ 
and therefore is not consonant with the etiological importance 
of corticoids—a fact confirmed by the failure to provoke 
toxemia in pregnancies other than the first. Contrary also 
to Dr. Schuurmans’s contention, evidence has accumulated 
in recent years to show that histaminase activity is unchanged ® 
or is even considerably reduced in pre-eclamptic toxemia.® 1° 

There would, however, appear to be another explana- 
tion for the therapeutic effect of anti-histamines, based 
on their effect in overcoming renal spasm. Chatterjee # 
has administered these substances in resistant cases of 

Dexter, L., Weiss, S. Pre-eclamptic and Eclamptic Toxmemia 
of Pregnancy. Boston, 1941. 


2. Stead, E. A. jun., Warren, J. V. J. clin. Invest, 1944, 23, 283. 
3. Switzer, P. K., et al. Amer. J. Obstet. Gynec. 1950, 60, 427. 
4. Helmuth, K., Albano, J. Cited by Switzer et al. (footnote 3). 

5. Assali, NvS., Pyrtskowsky, H. Surg. Gynec. Obstet, 1950, 90, 655. 
6. Sophian, J. J. Obst. Gynec., Brit. Emp. 1955, 62, 42. 

7. Venning. E. H., Singer, B., Simpson, G. A. Amer. J. Obstet. 


Gynec. 1954, 67, 542. 

8. Gabwray, B., Anrep, G. V., Barsoum, C. 8. 
Cong., Copenhagen, 1950, p. 212. 

9. Kapeller-Adler, R. Zbid, p. 289. 

10. Kapeller-Adler, KR. Ciba Foundation Symposium on Toxemia. 
London, 1949. 

11, Chatterjee, H. N. 


Int. physiol. 


Lancet, 1952, ii, 90. 
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anuria, the sequel of severe cholera, with remarkable 
success. Here the only possible explanation for their 
effectiveness was that they overcame the basic renal 
ischemia responsible for the renal failure. It would be 
reasonable to conclude that Dr. Schuurmans’s success 
is similarly explained ; for I have shown * that such a 
renal state, provoked by the resistance to stretch of the 
myometrium, underlies the toxzmic process. 


London, W.1. JOHN SOPHIAN. 


THE PSYCHIATRIC DAY-HOSPITAL 


Str,—In your annotation of Feb. 26 the reference to 
the paper from Bristol on this subject should read, not 
Aron, K. W., but Aron, K. W., and Smith, 8. The 
Bristol day-hospital experiment was initiated, and is 
still being conducted, under the general supervision of 
Dr. Smith. 

Ayr. K. W. Aron. 


INFECTION WITH CRYPTOCOCCUS 
NEOFORMANS 


Srr,—In the absence from this country of Dr. Beck, 
and as the one associated with him in case 1 of our article 
(March 12), may I reply to Dr. Michaels (March 19) ? 


I think that he is interpreting too rigidly the phrase 
“revealed the true nature of the illness.”” He will no doubt 
have noticed that in our discussion we referred to the associa- 
tion between cryptococcosis and Hodgkin-like lesions, and 
that we had also considered that in these cases the explanation 
might lie in an alteration of certain immunity mechanisms. 
However, the statistics of the series we cited suggested that the 
explanation may not be quite so simple as that and it was this 
thought we had in mind. 

I have had the opportunity of seeing a section of a lymphatic 
gland which showed cryptococci in typical Hodgkin tissue ; 
this gland had been removed in the early stages of generalised 
lymphadenopathy. 

In our case 1 the cryptococci were present in large numbers 
in the sample of cerebrospinal fluid taken on admission before 
any antibiotics had been given. I believe, too, that Dr. 
Michaels will find that a large proportion of the cases in the 
series reviewed by the authors we mentioned occurred before 
the days of antibiotics. 

Morbid Anatomy Laboratory, 

St. Margaret’s Hospital, 
Epping, Essex. I 


B.C.G, VACCINATION 

Sir,—Dr. Webster (March 5) asks very pertinent 
questions regarding this prophylactic measure and quotes 
Prof. Heaf (Feb. 12): “ statistical proof is difficult to 
obtain.’’ May I give my views on some of these points 
in the light of tuberculin-sensitivity surveys of the 
school-children in Lewis in 1949 and 1954 and the 
administration of B.c.G. vaccine. 


. M. Tuck. 


I was extremely keen on pressing on with administering 
B.C.G. to every tuberculin-negative person—young or old— 
whom I could discover, because of the exceptionally high 
mortality-rate (1948, 176 per 100,000; 1954, 76) and the 
sustained high notification-rate with 50% of all notified cases 
yielding positive sputum, and the abnormally high infection- 
rate among school entrants (5-6 years) of 18%. A high 
positive-reactor rate in this group must surely imply many 
infectious cases in the population, and a falling-off of this 
rate likewise must indicate a diminution of these. Such a fall 
was observed on a second tuberculin-sensitivity survey in 
1954, when the rate was down to 2-7% for entrants. In view 
of this I concluded that there did not “geem the same need to 
push B.c.G. The death-rate fell to about 12 per 100,000 in 
1954. 


This glorious result could not be attributed to B.c.¢.—it 
was a natural fall consequent on improved sociaf conditions 
and better treatment of infectious cases. However, closer 
study of the figures (March 19, p. 620) suggested that the 
higher the positive-reactor rate in any area the lower the 
mortality, seeming to indicate that immunity is related to 
allergy. Again allergy as produced by B.c.G. appears to give 
enhanced resistance. By September, 1954, of 3000 vaccinated 
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(the majority three or four years previously) none had been 
notified as tuberculous whereas of 1188 positive reactors in 
1949 29 had been notified, and of 2814 negatives 9 had been 
likewise notified, and since September, 1954, several more 
positive and negative reactors have been affected, some 
requiring sanatorium treatment. In view of this I have now 
once again instituted a vigorous B.C.G. campaign. 


With regard to unpleasant consequences I have had 
only 3 cases of axillary adenitis with abscess. Because of 
the long time necessary for healing of the usual ulcer I 
have gone in fur vaccination by multiple puncture after 
concentrating the vaccine as supplied, by centrifuging 
and discarding 50-80% of the supernatant fluid (I am 
endeavouring to find the most suitable concentration), 
The subsequent local reaction, which appears in from 
seven days onwards, is slight, has had no undesirable 
side-effects ; there is no ulceration or scarring, and the 
skin over the vaccination area simply desquamates. In 
50 cases so vaccinated the ‘‘ take ’’ has been 100%, and 
the conversion-rate has been 100% also. The conversion- 
time is much shorter than by intradermal injection. The 
perfection of this technique would mean enormous 
advantages and would allow mass B.c.G. vaccination to 
be undertaken with ease by school medical officers and 
general practitioners. With Heaf multiple-puncture 
apparatus a single test only is necessary. Where local 
authorities provide segregation homes the _ shorter 
conversion-time would mean a considerable saying. For 
this multiple-puncture technique I would suggest that a 
suitably concentrated vaccine should be put up in single 
doses in capillary tubes as is done with calf-lymph. 

Dr. Loxton (March 19) mentions desensitisation by 
artificial means. I have scores of children reverting to 
negative (to 100 T.U.) naturally, and over a score who 
showed radiological evidence of infection and yet have 
lost their hypersensitivity to 100 7.0. When B.c.G. was 
administered to some of these they once again became 
positive. Again, some B.C.G. reverters after three years 
were revaccinated by multiple puncture, and the local 
and allergic reaction appeared simultaneously in less than 
seven days. How does this fit in with Godlowski’s 
enzymatic hypothesis ? 

I am convinced that B.c.G. confers immunity of a high 
degree. No special precautions regarding segregation 
were taken here, and the majority of vaccinated children 
live in the areas with the high sputum-positive rate. 
should like to see all babies given B.c.G. at birth. 


Stornoway, Lewis. R. STEVENSON Doic. 


THE ACTION OF CHLORPROMAZINE 


Smr,—I have read Dr. Buxton Hopkin’s account 
(March 19) of the French work dealing with the so-called 
** phenomena of Reilly ’’ with bewilderment. 


These effects, we are told, follow “ irritation as opposed 
to either simple section or stimulation of sympathetic nerves” ; 
they are produced by “ perisplanchnic injections of different 
substances,” and, “physical agents—e.g., trauma and 
electrical stimulation.” The condition is rapidly fatal and is 
accompanied by widespread lesions, including haemorrhage 
and necrosis of the suprarenal glands as a constant feature. 
The “ irritation’? of the splanchnic nerves produces con- 
spicuous changes in the cerebral circulation. ‘‘ Pathogenic 
impulses’ pass from the brain to the periphery. ‘“ The 
effects are produced by placing irritants in direct contact 
with or in close proximity to autonomic nerves in amounts 
which would be innocuous by injection elsewhere.” 


The results described are so strange and unexpected 
and the explanations offered are so much at variance 
with current physiological thought that I for one prefer 
to suspend judgment until this experimental work has 
been repeated and confirmed by reputable workers 
elsewhere. 


Department of Physiology, 
Middlesex Hospital oe School, 


London, W.1 Samson WRIGHT. 








she 
no 
Pr 


fes 
sh 


ob 
He 
Lo 





Vs 





THE LANCET] 


MASKED EPILEPSY 


Srr,—Some children have periodic attacks of headache, 
or abdominal pain, or vomiting, or limb pains, or fever, 
and these five symptoms may be grouped together as 
the recurrent syndrome. Dr. Wallis (Jan. 8) suggests 
that many, perhaps all, of these children may have 
epilepsy. I agree with Professor Illingworth (March 26) 
that it would indeed be a tragedy if all of this large group 
of children were deemed to be epileptics, and I doubt 
very much whether it is true. From clinical experience 
I am satisfied that each of the five symptoms can be the 
bodily manifestation of a tension state, and the common 
factor to them all is tension. Recurrent abdominal pain 
in children, for example, fulfils the criteria of a stress 
disorder,! and it usually clears up after measures have 
been applied to relieve the tension. Giving pheno- 
barbitone, which Dr. Wallis recommends, is one such 
measure, but this is a palliative treatment only. Thorough 
treatment involves exploration of the child’s mental 
state and his home environment; this takes time, but 
the time is well spent, because after treatment the child 
and his mother are better adapted to their lives and more 
content. 

London, W.1. DEsMOND O'NEILL. 

Srr,—When a new idea appears one can either dis- 
believe it or try it out. I have heard of a famous surgeon 
who was wont to raise a laugh in the operating-theatre 
by saying: ‘‘ Close the door, sister ; we don’t want one 
of Mr. Lister’s germs to creep in.’’ The laugh is now 
(to mix metaphors) on the other foot. 

Professor Illingworth prefers disbelief to experiment ; 
but the letter, in the ‘same issue, from Dr. Ulutin, 
shows that experiment is more rewarding. I will 
not attempt to answer all the points raised by 
Professor Illingworth. Most of them have been dealt 
with in my paper. 

For instance, he says that attacks of fever are not mani- 
festations of epilepsy, whereas in my description of case 2 I 
showed that the child was in hospital suffering from an 
unrelated disease, and the attacks of fever and vomiting were 
observed by competent clinicians but could not be explained. 
He has also neglected the experience of Davidson and 
Lombroso which I cited. 


I should, however, like to comment on three-month 
colic. 

Professor Illingworth says: ‘I can see not the slightest 
connection or resemblance between three-month colic and 
epilepsy.”” After reading his exhaustive paper on the subject,? 
one is driven to the conclusion that no-one knows the cause of 
this malady. But there are several clues to its nature: 
first, the experience of Sir Frederic Still and Dr. W. Sheldon, 
cited by Professor Illingworth, that in some cases the condition 
leads on to convulsions; second, the comment * that the 
disease is apt to run in families and may be linked with a 
particular kind of temperament; third the experience of 
Dr. Millichap, who states (Feb. 19) that some of his patients 
with cyclical vomiting had had colic in infancy. 

I can think of four ways in which this hypothesis might be 
tested: first, to inquire into the family history of those 
children who suffer from three-month colic ; second, to take 
electro-encephalograms from them ; third, to try the effect of 
anticonvulsant drugs; and fourth, to follow them into later 
life and see if they do develop convulsions. The first three 
methods have not been tried as far as I know. Until Professor 
Illingworth has used them I must consider his dogmatism 
unjustified. The fourth seems promising in view of the work 
of Still, Sheldon, and Millichap. 

As to the mode of onset, I know that Sir William Gowers 
liked to hear of a sudden onset before making a diagnosis of 
epilepsy. But, as someone has. written, he spoke without 
benefit of electro-encephalography. No doubt he would now 
be the first to admit that the sort of cases he described in 

1. Mac Keith, R., O’Neill, D. Lancet, 1951, ii, 278. 
2. Arch. Dis. Childh. 1954, 29, 165. 
3. Annotation, Brit. med. J. Jan. 8, 1955, p. 93. 
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The Borderland of Epilepsy should really be included within 
the limits of that disorder. 


Some may think that we are arguing about something 
that does not matter—i.e., 2 name. I feel very strongly 
that it is important that these conditions should be 
recognised and treated. Children still die from cyclical 
vomiting. Now that the nature of the condition is 
known there is no excuse for this to happen. 

Professor Illingworth complains that hospitals will be 
inundated with requests to investigate obscure pains, 
vomiting, and fevers. Surely the more such cases that 
are investigated the better. 

Bath. Hues R. E. WALLIs. 


STERILISATION OF SYRINGES 

Sir,— About five years ago I gave up wrapping syringes 
in lint or gauze before boiling them, for I found I could 
do so without the glass breaking. It may be that the 
holes in the tray of my steriliser are of the right size 
(they are about 4/, in. in diameter), but I believe this is a 
very usual size in sterilisers. My original reason for 
abandoning lint was because I disliked unwrapping 
syringes with a hot wet compress round them—particu- 
larly when in a hurry. At the present price of lint 
and gauze their omission saves money as well as 
time. 


Manchester, 16. S. SHUBSACHS. 


PERIODICALS FOR OVERSEAS 


Mr. Mark Gibbs, senior history master at the Grammar 
School, Audenshaw, Lancashire, writes: ‘“ Very many 
students in overseas schools and colleges would welcome 
second-hand copies of THe Lancet and similar journals, 
which they are unable to afford for themselves. The senior 
boys of this school (already operating a periodicals scheme 
for refugees) are therefore starting a posting scheme to be 
known as Periodicals for Overseas. We already have the 
addresses of some 40 colleges which have asked for supplies, 
and we can provide helpers with ready-addressed labels and 
simple instructions for posting. Further details will gladly be 
sent on request. Journals should not be sent to Audenshaw.” 


° Parliament 


Genetic Effects of Nuclear Explosions 


On March 22 Dr. EpirH SUMMERSKILL asked the 
House of Commons to consider the long-term and remote 
effects of continuing nuclear explosions and the dangers 
of continuing radioactive contamination of the world’s 
atmosphere, particularly to future generations. Scientific 
investigations in this field must necessarily be limited, 
but we would, she held, be irresponsible to ignore the 
reports that had been made. To date there had been 65 
nuclear explosions—50 by the Americans, 12 by the 
Russians, and 3 by the British—and scientists were now 
expressing the opinion that these explosions could not 
continue without the danger of serious damage to 
health. 

The professor of biophysics in the medical school of 
Osaka University, in Japan, had reported in people 
exposed to the Bikini test explosion of March, 1954, 
serious injury to the blood-forming organs and the 
reproductive organs. Undisputed evidence showed that 
a pregnant woman, exposed to only a moderate dose of 
radiation, ran the risk of aborting or giving birth to a 
stillborn child. 

The Federation of American Scientists, she continued, 
had suggested that the United Nations should appoint a 
commission to explore the dangers of continued nuclear 
explosions. Mr. Strauss, the chairman of the Atomic 
Energy Commission of the United States, had reported 
that the fall-out from the hydrogen bomb could con- 
taminate an area of 7000 square miles with lethally 
radioactive material. In this country Lord Adrian had 


4. Brown, R. J. K. Ibid, 1954, ii, 1033. 
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said that the hydrogen bomb might “‘ lead to a degree of 
adioactivity which no-one can tolerate or escape and 
thus end the human race.” 


Mr. IAtIn MACLEOD, who stressed that he spoke on 
behalf of the Government, agreed that this problem 
offered a personal challenge to everyone which could 
not be shuffled off on to our leaders, on to our leader- 
writers, or on to the scientists. Turning to steps already 
taken, he said that the Medical Research Council had had 
committees considering the subject for eight or ten 
years. Represented on these committees, which were 
not Government bodies, were leading authorities from 
the universities, from the M.R.C. research staff, and 
from the atomic energy authorities. 





There was nothing new in human beings being exposed 
to radioactivity. We, and our ancestors, and all our 
evolutionary predecessors, he pointed out, had been 
exposed to radioactivity from outer space. Each of us 
absorbed natural radiation of about 0-1 réntgen each 
year. According to the U.S. Atomic Energy Com- 
mission the total amount of radiation received by 
residents in the United States from all nuclear detonations 
was about 0-1 réntgen. Our calculations, derived from 
the Atomic Energy Authority, showed that the figure 
for somebody in this country would be about 0-03 
réntgen. This figure was based on the improbable 
assumption that a man stands outside in the open for 
24 hours a day for about 50 years. The effective average 
dose would in fact be considerably less. Indeed, at the 
present levels of irradiation it seemed improbable that 
we had anything more than an interesting basic scientific 
problem and a situation which must be watched very 
carefully indeed. 


The real question, of course, was what was the threshold 
of radioactivity (which, if we are not there yet, we may 
reach in the future) beyond which man’s genetic con- 
stitution might stand at risk. The dose of radiation 
accepted as a maximum level for workers on radio-isotopes 
or for radiologists was 0-3 réntgen per week, or, taking 
working hours and holidays into account, about 15 
réntgen a year. That was enormously greater, of course, 
than any of the figures which the House had been 
discussing, but where large numbers of the community 
had to be considered the number of genes at risk was 
enormously increased, and therefore the number of 
matings which might be harmful was also increased. 
He had tried to find a figure at which danger would begin, 
but the more he went into the subject the more he found 
that the scientists disagreed. Estimates of the dose of 
radiation over a generation that was likely to double the 
spontaneous mutation-rate had varied from 3 réntgen 
to 300 réntgen. He was told that 50 réntgen over 25 
years was as good a guess as could be made. The increase 
in the United States of America had only been a tiny 
fraction of this, and in this country it had been still 
smaller. 

The United States Atomic Casualty Commission had 
been studying the population in the vicinity of atomic 
explosions during the late war. There was evidence 
that some conditions had a higher incidence among these 
populations, but no statistically significant evidence of 
genetic damage. Studies of people such as radiologists 
and patients who for therapeutic reasons had to have 
considerable doses of radiation had not shown any 
evidence of genetic damage. Dr. BARNETT STROSS 
interposed that an American study of women treated 
with radiation for menorrhagia showed that among 
them the incidence of children born with congenital 
heart-disease and dislocation of the hip and _ clubfoot 
had increased. 


In this country, Mr. MAcLEop continued, research 
was proceeding under the auspices of the M.R.C. 
in the research unit at Harwell, and there were other 
research institutions at Hammersmith Hospital and Leeds. 
The work was also being supported in many university 
departments. For the M.R.C.’s work in their own 
establishments on all aspects of the effects of radiation 
£208,000 was allocated in the provisional estimates for 
1955-56. If the council found that an increase was 
essential, this would have the favourable consideration 
of the Chancellor of the Exchequer. 
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The Problem of the Aged 


In the House of Lords on Marck 23, Lord BEVERIDGE 
suggested that many of the social and human problems 
of the aged were due to the fact that though the decay 
of our faculties was inevitable, the rate at which it came 
was uncertain. The change in the age-structure of the 
population also created difficulties. In 1951 we had 
6,750,000 people of pensionable age, and about the same 
number of working age, and fewer than 6 million children. 
By 1979 there would be 9,500,000 people of pensionable 
age and there would still be about the same number of 
people of working age. The Chancellor of the Exchequer 
would have to find something like £500 million a yea 
for pensions over and above what was paid by national 
insurance. 

But the problem, he maintained, was not mainly one 
of money. The economic and social problems of the aged 
could not be solved by simply handing money to the 
pensioners. Besides pensions old people needed care of 
many and different kinds—care of a_ perpetually 
changing amount and character, ranging from the care 
needed by those chronically sick in hospital, through 
occasional medical and nursing treatment, to perhaps 
no care at all. The natural agent for giving care to 
old people was the family, but owing to the change in 
the population structure the family today was not 
physically able to do as much as formerly. 


The aim should be to keep the elderly in their own 
homes, but if this was to be done there should be adequate 
machinery for discovering the growing failure of strength 
which made transfer to a hospital, or other treatment, 
necessary to avoid human tragedy. The National 
Assistance Board did its work well, but it had only 
1,250,000 old people on its books and there were 7 million 
elderly people. In each neighbourhood there should be 
someone to whom neighbours could report an old person 
in need of more care. At present something like 1 million 
elderly people were living by themselves, and old people 
trying to live in their own homes should have adequate 
help. The present provision of home helps—30,000, of 
whom 3000 were full-time and 26,000 part-time workers 

was ludicrously small. 





There must also be some half-way houses between the 
hospital providing full treatment and the home. Local 
authorities were empowered under the National Health 
Service Act to establish these homes, and the powers 
had been largely used. A number of local authorities 
had also lately asked the Ministry of Health for per- 
mission to provide a chiropody service as part of the 
N.H.S., but the Government had replied that they had 
other, and greater, priorities for the health service. In 
Lord Beveridge’s view the £14 million subsidy to cheapen 
tobacco for all pensioners, many of whom were women, 
could be more usefully spent on providing home helps 
and chiropody. 


Lord AMULREER, returning to the problem of finding 
out in time when an old person is in need of care and 
help, said that the London borough where he worked 
had a population of 140,000. During the last six months 
roughly 200 old-age pensioners of sixty to sixty-five 
had applied for admission to hospital. 90 of them lived 
alone, and of these 40 were living in a state of dirt and 
squalor. Most of them were so neglected that they 
needed a lot of good food and tidying and cleaning up. 
The tragic thing was that in six months in one London 
borough 40 people were living in such conditions. What 
an enormous reservoir of human misery must exist in 
the rest of the country. 


The EARL OF SELKIRK, replying to the debate, said that 
old people should be enabled to remain at work as long 
as possible, to remain in their own homes, and never to feel 
that they had ceased to be part of the community. 
The home-nursing service was still expanding; the 
number of nurses employed had risen from 7700 in 1948 
to 9500 in 1953, and the number of cases attended had 
increased by about 40%. He agreed that the number of 


home helps was only 30,000, but in 1948 it had been 
There were also sitters-in and night 
some local authorities and 
The money spent on tobacco 


only 11,000. 
watchers provided by 
voluntary organisations. 
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was an example of the unsatisfactory result of making 
benefits available by coupon, but in practice it was 
difficult to withdraw concessions. Chiropody was 
available in hospitals and in some clinics, and home 
treatment could be provided under the National Assis- 
tance Act, but he agreed that the service was inadequate. 
An automatic method of discovering people who were in 
hardship was difficult to visualise. Surely this was a 
matter in which anyone, whether it be a neighbour, a 
general practitioner, or even a rent collector, could act by 
reporting the circumstances either to the local council or to 
the National Assistance Board. He thought that more was 
being done in the way of coérdination of services than was 
generally appreciated. He believed that it was hoped 
shortly to institute meetings between medical officers of 
health and general practitioners. Local authorities in 
England and Wales had provided 69,000 beds, of which at 
least 50,000 were available for aged persons. Since the 
end of the war some 800 new small homes with accom- 
modation for 23,000 people had been opened by local 
authorities. There were registered over 1200 small 
homes with another 23,000 beds. He felt that whatever 
action we took it was essential that old people should 
remain useful, independent, and wanted ; this objective 
depended as much on each citizen as on the State. 


QUESTION TIME 
Tuberculous Patients in Swiss Sanatoria 


Replying to a question, Mr. MAcLEop said that the Ministry 
of Health began to send patients to Davos in the autumn of 
1951, when waiting-lists for tuberculosis beds in England 
and Wales stood at over 7000. The provisional figure for 
the end of 1954 was 2500, and this of course included a large 
number of patients who were on the point of being admitted 
at once. Several hospital regions now had virtually no waiting- 
list. Some were closing tuberculosis beds or turning them over 
to other purposes. Well over 900 patients from England and 
Wales had been sent to Switzerland by the National Health 
Service, and this had been a most valuable contribution to 
the work against respiratory tuberculosis. But taking into 
account the diminished pressure today on tuberculosis beds 
at home and the recent difficulty in finding enough suitable 
patients willing to go to Switzerland for treatment, he was 
satisfied that there was no necessity to extend the scheme 
beyond this autumn, when the contracts with the sanatoria 
expired. Suitable arrangements would be made for winding 
it up so as not to discharge patients from the sanatoria in 
Davos before they were fit. 

Commander T. D. GALBRAITH, in a statement on the 
Scottish scheme, said that over 900 patients from Scotland 
had gone to Switzerland. During the paSt twelve months the 
total waiting-list had fallen from just under 2000 to around 
500. Chest physicians were finding it increasingly difficult to 
fill the beds in Switzerland. Patients were now coming forward 
from four areas only—Glasgow, Renfrewshire, Dunbartonshire, 
and Stirlingshire. They could not usefully send any more 
patients to the Sanatorium Wolfgang, where they had had 
the use of 70 beds. For the present they were continuing to 
send patients to the Sanatorium du Mont Blanc, where they 
had the use of 120 beds, which would be sufficient to accom- 
modate all the patients coming forward under the scheme. If 
present trends continued the time might not be far distant 
when it would be possible, without prejudice to the treatment 
of Scottish patients to reduce still further the scale of 
these arrangements, and eventually to terminate them 
altogether. 


Counteraction of Nuclear Explosion Effects 


Replying to a question, Mr. Harotp MAcMILLAN, Minister 
of Defence, said that experiments had been started under the 
authority of the Minister of Supply to test the uses of smoke in 
counteracting the effects of nuclear and thermonuclear explo- 
sions. The results would be of interest both to Civil Defence 
and to the Services. 


Conservative Dental Work in Scotland 


Replying to a question, Commander GALBRAITH said that 
the number of courses of dental treatment, other than emer- 
gency extractions and the supply of dentures, in Scotland 
increased, from 603,000 in 1951 to 715,000 in 1954. Most of 
these courses were for conservative work. 
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Obituary 


HENRY MARRIAN JOSEPH PERRY 
C.B., O.B.E., F.R.C.P., L.R.C.P.1. 


Major-General Marrian Perry, director of pathology at 
the War Office in the early part of the late war, died on 
March 23, at his home at Walton-on-Thames, at the 
age of 71. 

Son of the late John Perry, he was educated at Queen’s 
College, Cork, and joined the Royal Army Medical Corps 
soon after qualifying in 1906. In the 1914-18 war he 
was a regimental medical officer, commanded a field 
ambulance, and became assistant adviser in pathology in 
France. In 1918 his experience of agglutination tests for 
enteric infection in men inoculated with T.A.B. vaccine 
was described in a long paper in our columns, with a note 
by Sir William Leishman. Meanwhile he had investigated 
with Captain (now Sir Henry) Tidy an epidemic of 
aertrycke infection at a depot, and their account of this 
was one of the early “‘ special reports’’ of the Medical 
Research Committee. His bacteriological work continued 
with contributions on bacillary dysentery, on the anti- 
genic properties of ‘‘ Bacillus psittacosis,”’ on leishmaniasis, 
and on the flocculation test in syphilis. Some of it was 
done as assistant professor, and later professor, of 
pathology at the Royal Army Medical College; but in 
1926 he was seconded from Millbank to work for four 
years as director of the public-health laboratories in 


_Cairo. To this period belongs the essay on the practical 


diagnosis of typhoid and paratyphoid infections which 
he and H. J. Bensted wrote for the Medical Research 
Council’s System of Bacteriology (1929). 

Returning to pathology at Millbank, Perry was 
appointed honorary surgeon to the King in 1933, and 
reached the rank of major-general in 1935. As Director 
of Pathology at the War Office he was chairman of the 
Army Pathology Advisory Committee and also a member 
of the Chemical Defence Committee. From these posts 
he retired in 1941. 

‘*Marrian Perry will always be remembered as a 
brilliant teacher by all officers who attended his lectures 
at the Royal Army Medical College,’’ writes L. T. P. 

“One of his many gifts was his extraordinary command 
of English which always fascinated his students and at times 
delighted them by the artistic way he would round off his 
sentences. His enthusiasm for his subject, and the energy he 
displayed, never failed to inspire. He was quick, dapper, and 
courteous, and, as he entered the lecture theatre—always 
immaculately dressed—his commanding presence immediately 
arrested attention. He would take great care to make his 
subject interesting and to relate it to other branches of 
medicine. An hour’s lecture would slip away into what 
seemed like moments. He had the gift of displaying facts in a 
simple way—always the mark of a good teacher. 

** In his capacity as Director of Pathology he was exemplary 
in the high standard he set. He lived for his subject and for 
the health of the Army and would go to endless trouble to 
further research. The team spirit in his department was 
indeed high, for he inspired confidence and was sympathetic 
and approachable. Those who specialised in pathology under 
his guidance have cause to be grateful for the help and 
encouragement he gave them. Among his colleagues in all 
branches of medicine he was held in high esteem and his 
opinion was sought on many problems. His judgment was 
sound ; this had the effect not only of enhancing his own 
reputation but also that of his department. In the mess he 
was the best of company and with his quick repartee a most 
entertaining after-dinner speaker. His many accomplishments 
and his wisdom made him a unique personality in the Corps. 
The name of Perry will always be linked with the highest 
traditions of pathology in the Army.” 


General Perry was appointed 0.B.E. in 1919 and C.B. 
in 1937, and in 1941 he was elected F.R.c.P. He married 
in 1912 a daughter of the late E. G. Brewer. 

AGNES CATHARINE SCOTT 
C.B.E., M.B. Lond. 

Dr. Agnes Scott, who died in London on March 22, 
had given many years of life and valuable service to 
India as chief medical officer of the Women’s Medical 
Service. 
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She was born in 1875, the second daughter of Canon 
John Scott of Leeds, and went to school at the Leeds 
Girls’ High School and Yorkshire College. She studied 
medicine at the London School of Medicine for Women 
and qualified in 1901. She had entered the medical 
profession with the definite idea of serving as a missionary 
in India, and she went out to that country in 1903 to 
serve with the Cambridge Mission to Delhi. Her first 
years were spent in Karnal, a small station in the South 
Punjab, and afterwards she was moved to Delhi. Both 
experiences were valuable to her in her later work since 
one was a rural area and the other an urban one. The 
hospital in Delhi was at first in the middle of the old 
city, but during Dr. Scott’s time it was moved to the 
‘Civil Lines”’ where there was more air and space. 
The experience of helping to build a new hospital was 
also valuable for her subsequent work. 

In 1917 a partial breakdown in health led her to 
accept the post of assistant to the inspector-general of 
civil hospitals in the Punjab. This post had been 
created only a few years before and was first held by 
Dr. M. I. Balfour, whom in 1924 Dr. Scott again suc- 
ceeded as chief medical officer of the Women’s Medical 
Service. In 1925 she was awarded the Kaiser-i-Hind 
gold medal, and in 1932 when she retired she was 
appointed C.B.&. 

R. Y. writes: ‘“‘ Dr. Scott’s gifts were essentially 
practical. In the Punjab she was interested in the 
building and equipment of small hospitals in rural areas 
as well as encouraging existing mission and government 
hospitals in larger centres. She also did much to improve 
the practice of midwifery in rural areas by encouraging 
the training of the Indian midwives and the creation of 
assistant nurse midwives who were capable of simple 
nursing and midwifery. 

‘**She showed the same gifts when she became head 
of the Women’s Medical Service. It was a time of change 
and development in India, and medical women shared in 
both. Dr. Scott realised that the service would ultimately 
be an Indian one and she was anxious that those who 
entered it should be well qualified for their responsibilities. 
She also grasped the need for specialisation among some 
members of the service, particularly those who might 
become members of the teaching staff of the Lady 
Hardinge Medical College. For this purpose she created 
the ‘ training reserve ’ of the service by which promising 
graduates of Indian medical colleges could be sent abroad 
on scholarships. She was interested in all forms of 
health work and she fostered their development. Her 
devotion to high standards in professional work and her 
personal integrity were an outstanding example to 
members of the service. 

“Dr. Scott was a keen churchwoman, and after her 
retirement she gave much time to the work of medical 
missions. Her wide experience made this a valuable 
piece of service. By nature she was reserved and not 
easy to know, but her occasional hot temper was a 
human touch which was accompanied by a sense of 
humour and a love of dogs. Behind her reserve was a 
warm heart which showed itself in many kind thoughts 
and actions and in real devotion to her friends and to 
the Church.” 


FREDERICK HECTOR SCOTSON 
M.B. Manc. and Lond., F.R.C.S. 


Mr. Scotson, consulting surgeon to the Crumpsall 
Hospital, and Northern Hospital, Manchester, died on 
March 23 at the age of 55. 

He was born in Manchester, where his father was a 
well-known general practitioner, and he was educated at 
the Grammar School and the university where he won 
prizes and distinctions. He continued his medical train- 
ing at St. Bartholomew's Hospital, and in 1922 took his 
London and Manchester degrees, the latter with honours. 
He took his F.R.c.s. at the age of 24, but he had to 
wait a year for his diploma on account of his youth. 
He held the usual resident posts at the Manchester 
Royal Infirmary, where he was a notably successful 
resident surgical officer. 

He visited the Mayo and other American surgical 
clinics before he started consultant practice in 1929. 
He was soon appointed to the staffs of the Crumpsall, 
the Manchester Northern, and the Manchester Victoria 


Memorial Jewish Hospitals, and he helped to establish 
St. Joseph’s Hospital, a big Catholic charitable nursing- 
home. He was also a lecturer in surgery at the university. 
As a general surgeon he had a busy life, but he found 
time for specialised interests. His early writings on 
genito-urinary surgery included papers on malignant 
tumours of the kidney and testicle. More recently he 
had turned to the surgery of the gastro-intestinal tract, 
and he was due to give an account of his experience in 
the treatment of peptic ulcer as his presidential address 
to the section of surgery of the Manchester Medical 
Society. 

W. B., writing of Scotson’s early days, recalls how 
“during his term as R.S.0. he succeeded in breaking the 
rule against marriage, a cleverly handled and notable 
triumph. Later in the few respites he could snatch from 
his work he loved a holiday where he could ski or bathe 
in sunshine. He was a good swimmer, having won his 
colours at the university, and continued to take active 
interest in the university swimming club. He was a 
keen golfer and tennis player. There can be little doubt 
that the energy he put into his surgical work brought 
on the illness which had troubled him in the last nine 
months.”’ 

Mr. Scotson leaves a widow and four children, the 
eldest of whom is a medical student. 


RONALD GREAVES LADKIN 
M.B.E., M.A., B.M. Oxfd, D.P.H. 


Dr. R. G. Ladkin, senior medical officer in charge of 
health education in the Uganda medical department, 
died at Kampala on March 14, at the age of 35, from 
poliomyelitis. 

Educated at Kingsbridge Grammar School and Exeter 
College, where he was Stapledon scholar and Devon 
scholar, he graduated in medicine at Oxford in 1942, 
and was house-physician at the Radcliffe Infirmary. 
He joined the Uganda medical department as a medical 
officer in 1943, and after serving in several districts 
became lecturer in anatomy at the medical school of 
Makerere College, Kampala. At Mulago Hospital he 
undertook genito-urinary surgery and thus became 
interested in venereal diseases. Of these he made a 
special study, and after taking his D.P.H. in 1948 he 
visited Trinidad to see methods of prevention and 
treatment in that area. On his return to Uganda he 
became medical officer of the rapidly advancing Mengo 
district and was soon promoted to be in charge of the 
province of Buganda. 

It was in these country districts that he showed excep- 
tional talent and industry, throwing himself with great 
energy and understandmg into many measures of public 
health. He developed quite new approaches to the 
problem of rural health in tropical Africa : health weeks 
and large demonstrations along novel lines were held at 
many centres. His achievements in this field won him 
appointment as M.B.E., and a new post was created for 
him at medical headquarters, Entebbe. Both within 
and outside the territory he was in much demand, for 
he had a knack of combining the latest methods of visual 
education with a close knowledge of the African country- 
side and the psychology of the peasant farmers. He had 
built up a unique collection of films, posters, and booklets, 
and he received grants from international organisations 
to promote the work of health education. 

A colleague writes of his ‘‘ endearing personality which 
attracted his associates and won a place of real affection 
among the many Africans whom he served so generously. 
He saw more clearly than most the factors responsible 
for disease and malnutrition in Africa. He was essentially 
creative in all his work, full of good spirits, counting 
nothing of the financial stringency and other exacting 
conditions under which he worked. He seemed to take 
a special delight in long spells as a fast bowler under the 
tropical sun and in himself carrying parts of the huts 
that were assembled to accommodate climbers on the 
upper slopes of Mount Ruwenzori. He revelled in 


difficulties, not only those considered spectacular but 
those which were more prosaic. For instance, the success 
of the Red Cross blood-transfusion service in Kampala 
owes a great deal to his skilful propaganda in spite of 
much superstition among those Africans whom he was 
endeavouring to help. He felt that health education, 
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which’consists in changing the minds of people, would 
always be a difficult affair.’ 
Dr.3Ladkin married Miss Heloise Carter, a nursing 


sister of the Uganda medical department, and there are 
three children. 


MM Medicine and ‘the ‘Law 





Air Embolism during Artificial Pheumoperitoneum 


Ar an inquest on a woman of 23 who died during the 
course of an artificial pneumoperitoneum injection for 
pulmonary tuberculosis, the cause of death was stated to 
be air embolism from accidental injection of the air into 
a vein. The operation had been carried out in a chest 
clinic by a doctor with wide experience of the procedure. 
A consultant chest physician said that in his opinion 
the doctor had used the recognised method in performing 
the operation. A verdict of death by misadventure was 
recorded. 


Diary of the Week 


APRIL 3 TO 9 
Tuesday, 5th 


ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
W.C.2 ; 


5P.M. Mr. V. E. Negus: Comparative Anatomy and Physiology 
of the Respiratory Tracts in relation to Clinical Problems. 
(Lister oration.) 


Wednesday, 6th 


LOYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1 
5.15 p.m. History of Medicine. Prof. G. R. Cameron, F.R.8.: 
Von Kolliker. Dr. Brice Clarke: Katherine Mansfield’s 
Illness. 
MANCHESTER MEDICAL SOCIETY 
4.30 p.m. (Medical School.) Medicine. Prof. Robert Platt: 
Life (biological not biographical). 


Thursday, 7th 


ALFRED ADLER MEDICAL SOCIETY 
8 P.M. (11, Chandos Street, W.1.) Prof. Alexander Kennedy : 
Human Reactions to Danger. 








Appointments 





Boyp, T. A. S., M.B. Glasg., F.R.C.8., D.O.M.S.: part-time ophthalmic 
surgeon, Bangour Hospitai, Broxburn, West Lothian. 

CLARKE, D. M. M.B. N.U.I., D.M.R.D.: radiologist, Mayo 
county council. 

pE Wrtr, W. H. pe W., M.cH.ORTH. Lpool, F.R.C.S., 
orthopeedic surgeon, Meath county council. 

FAIRLEY, H. BARRIE, M.B. Lond., F.F.A. R.C.S., D.A.: _aneesthetist, 
Toronto General Hospital, and clinica] assistant, University of 
Toronto. 

Henry, H. S. A., M.B. Belf., F.R.C.8., D.P.H., D.L.O.: part-time 
consultant E.N.T. surgeon, South Down and South Armagh 
group of hospitals. 

O’SULLIVAN, R. F., M.B. N.U.1., 
Shelf, York. 

Birmingham Regional Hospital Board: 

ANTON-STEPHENS, DEREK, M.B. Dubl., D.P.M.: whole-time 
ssychiatrist and deputy medical superintendent, Highcroft 
fall Hospital. 
Hawkins, C. F., M.D. Lond., M.R.C.P.: 
physician, mid-Worcestershire group. 
Srroup, M. H., M.B. Birm., F.R.c.S.: part-time consultant E.N.T. 
surgeon, Birmingham (Dudley Road and West Bromwich 


F.R.C.8.1.: 


D.P.H.: appointed factory doctor, 


part-time consultant 


THomson, J. F., M.B. Edin., D.P.M. whole-time consultant 
child psychiatrist, Shrewsbury oni Wolverhampton groups. 

Tupor, R. W., M.B. Birm., F.R.c.8.: whole-time senior casualty 
officer, Birmingham (Selly Oak group). 

WALSH, PETER, L.R.C.P.1.: part-time asst. 
Wolverhampton group. 

Manchester Regional Hospital Board : 

CHADWICK, D. A., M.B. Manc., F.F.A.R.C.8.: consultant group 
anesthetist, north and mid Cheshire hospital centre. 

CHANDRA, PRAKASH, M.B. Lucknow, M.CH.ORTH. Lpool, F.R.C.S. : 
senior casualty officer, Burnley and district hospitals. 

CHATTERJEE, S. S., M.B. Patna, M.R.C.P.: whole-time asst. chest 
physician, Baguley Hospital, oneeneae. 

JEWSBURY, PERCY, M.B. Manc., F.R.C.8.: consultant thoracic 
surgeon, Blackpool and Fy lde Hospital Centre, and the 
northern part of the region. 

Smirn, A. E., M.B. Edin., F.F.A. R.C.S.: consultant anesthetist, 
Bolton and district group of hospitals. 

Tutron, G. K., CH.M. Manc., F.R.C.S.: consultant neurosurgeon, 
Preston and Chorley Hospital Centre, and northern part of 
the ‘region. 


1. Liverpool Daily Post, March 23, 1955. 
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_ Notes and News 


MENTAL-HEALTH RESEARCH 


Tue first research fellow to be appointed by the Mental 
Health Research Fund, Dr. J. D. Montagu, was presented to 
those who had gathered at the Mansion House on March 23 
to hear more about the fund’s future plans. Sir S—Eymour 
Howarp, the Lord Mayor, spoke of the advances in treatment 
and prevention of mental ill health which the work of the 
fund may reasonably hope to forward. Dr. W. 8S. Mactray, 
introducing the speakers, mentioned three main lines by 
which research in this field is at present advancing: by 
sociological studies of the incidence of mental illness and the 
like, by studies of the individual by psycho-analysis and 
allied methods, and by studies of an organic nature into the 
physiology, biochemistry, and electrophysiology of the brain. 
For the present, he said, the fund is confining its scope to the 
third of these. Dr. Dents Hi. spoke of the light electro- 
encephalography has already thrown on epilepsy, and of its 
value in locating cerebral tumours. He described cases of 
epilepsy originating in the temporal lobe which have been 
treated successfully by removal of the brain area in which the 
epileptic discharge takes place. In the last four years, he 
said, 50 patients have been treated in this way, and results 
have so far been encouraging: over half have been freed 
from fits and 85% have been greatly helped. 

Dr. Exviot SLATER, speaking of the genetic aspects of mental 
disorder, recalled that one of the first diseases in which 
-an inherited factor was recognised was a mental disease— 
Huntington’s chorea. Other mental disorders do not give 
such clear evidence .as this, but studies of siblings, and 
especially of uniovular twins, have already shown that genetic 
factors operate in mental illness. This, he said, does not 
mean we need despair about mental disorders: the inherited 
factors are of a biochemical nature, and presumably will in 
time be as open to treatment as other disorders of body 
chemistry. Moreover, the mental health of the person depends 
not only on his heredity but also on his environment and, the 
stresses to which life exposes him. He cited a pair of uniovular 
twins, one of whom became a criminal, while the other led 
an equally exciting and dangerous life without finding it 
necessary to turn to crime. Prof. J. ELKEs spoke of the use 
of drugs in research and treatment, and the information 
being gained from studies of hallucinogenic drugs, and also 
from the effects of ‘ Sodium amytal’ in rousing schizophrenics 
temporarily from stupor. Through such studies as these, he 
said, we may come in time to detect early mental illness by 
chemical means, and perhaps to suggest antidotes. 

In concluding the meeting, Sir Gzorrrey VICKERS said 
that some might ask what need there was for this fund when 
the Medical Research Council and the Clinical Research 
Board already administer funds for research. He thought it 
wrong, he said, that research in any field should rely for 
support on a single public source, however well administered. 
In a voluntary enterprise, such as this fund, interest could be 
canalised and specific. 


THE INDUSTRIAL HEALTH AND SAFETY CENTRE 


Tus centre, at 97, Horseferry Road, London, 8.W.1, was 
opened on March 22 by Sir Walter Monckton, Minister of 
Labour and National Service. Formerly known as the 
Safety, Health, and Welfare Museum, it has lately been 
thoroughly reorganised, and the exhibits now illustrate the 
most up-to-date arrangements for protecting the life and limbs 
of the industrial worker. Pointing out that the planners have 
recognised that not all factories are equally modern in design 
or equipment, the Minister said that the centre should prove 
specially valuable in showing how old-fashioned machinery 
can be nade effectively safe ; and he hoped that full advantage 
would be taken by visitors—whether they came as individuals 
or as delegates from a factory—of these latest ideas and 
practices. 

On the ground floor are demonstrated various types of 
safety device for use on drills, presses, lathes, and other 
pieces of moving machinery. One section deals with dust 
diseases, and includes examples of the masks and clothing 
devised for workers exposed to this hazard. Another is 
devoted to the needs of disabled workers, and indicates some 
of the ways by which these people may, after suitable training, 
resume profitable employment. Here too are described pic- 
torially the factors that should be considered in assessing the 
particular aptitude of the young worker; and mention is 
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made of the commonly encountered problem of the employee 
who believes, against medical evidence, that his work is 
undermining his health. 

The floor above deals with some of the commoner industrial 
and occupational hazards. Posters and drawings bring home 
the need for simple common-sense precautions—e.g., the 
importance of wearing protective goggles in any process 
involving a risk to the eyes, and the wisdom of making sure 
that electrical fittings are soundly constructed and regularly 
inspected. Finally, there are some interesting exhibits relatin,z 
to the factory canteen : these demonstrate the folly of guarding 
the worker against trauma while leaving him exposed, during 
his lunch-hour break, to the more subtle menace of Salmonella 
typhimurium. 

THE OTHER SIDE OF THE TABLE 

APPLICANTS for posts in medicine, as in other professions, 
are expected to pass an examination for which their training 
has not specifically prepared them. Some bring a native 
shrewdness to the task, and do well; others, equally well 
fitted for the post, are defeated by native shyness. Not a few, 
perhaps, could learn something to their advantage from The 
Intelligent Teacher's Guide to Preferment,' in which a director 
of education offers advice from the selection committee’s side 
of the table. Having dealt with such important details as the 
candidate’s application form and covering letter and his choice 
of referees, the author reminds candidates that though they 
may be ill at ease at the interview, so also may be the inter- 
viewing committee. ‘‘ The wise candidate makes a swift 
assessment of the situation and does his best to put the 
committee at their ease, however many butterflies may be 
fluttering in his own stomach.” 





Royal College of Obstetricians and Gynecologists 

Mr. Vincent Massey, Governor-General of Canada, and 
Dr. George W. Corner, of Baltimore, will be admitted to the 
honorary fellowship of the college on July 22. 

Prof. B. P. Watson, of Columbia University, New York, 


has been elected William Meredith Fletcher Shaw lecturer 
for 1955. 
South West Metropolitan Region 

Chest Diseases Group (Eastern Area).—The inaugural 


meeting of this group will be held at St. James’ Hospital, 
Balham, at 2.30 p.m. on Saturday, April 23, when Sir Clement 
Price Thomas will speak on Carcinoma of the Lung. 
U.S. Surgeon-General 

Major-General Silas B. Hays, Army Medical Corps, has 
been appointed surgeon-general of the United States Army, 
in succession to Major-General George E. Armstrong, who is 
retiring. 
Faculty of Anzesthetists 

The seventh anniversary dinner of the faculty was held 
in the Roya: College of Surgeons on March 23. Proposing the 
toast of The Faculty, Sir Charles Dodds said that the last 
twenty years had witnessed a revolution in the practice of 
anesthesia. No longer had patients to undergo the rigours of 
rag-and-bottle induction, or endure the gastro-intestinal 
qualms that followed return to consciousness. Thanks to 
basal anesthetics, were things of the past; it was 
unfortunate, he reflected, that some equally effective technique 
was not available to after-dinner speakers to facilitate the 
descent of their audiences into weleome unconsciousness. In 
reply, Dr. Bernard Johnson, the dean, spoke of the faculty's 
responsibilities in the fieids of teaching, clinical practice, and 
research. The new anesthetic research department to be 
established within the college had been most generously 
supported by pharmaceutical firms, As a result, the faculty 
would continue to lead the world in the advance of anewsthesia. 
Dr. R. F. Woolmer, vice-dean, welcomed the guests in 
rhyming iambic pentameters—an orthometrical tour-de-force 
that provoked enthusiastic applause. Replying, Sir Russell 
Brain disclaimed poetic skill, but went on to leave no doubt 
as to his mastery of pross. He noted that anesthesia, having 
been the companion of surgery for a century, was now being 
wooed by medicine. Already it had established a place for 
itself in psychotherapy, and there was growing evidence of its 
value in the treatment of tetanus and bulbar poliomyelitis— 
facts which proved once again that the more specialised 
specialties become, the more dependent they are on each 
other. 


these 


1. By Marivs Rose. London: Chatto & Windus. 1954. Pp. 96. 65, 
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Queen’s Institute of District Nursing 

Dr. G. O. Barber is to speak at the conference which this 
institute is holding at Church House, Westminster, S.W.1, 
on Thursday, May 12, at 2.30 p.m., on the Link between 
Hospital, General Practitioner, and the District Nursing 
Service. 
Harveian Society of London 

Buckston Browne Prize.—The subject chosen for the essays 
for this prize (£100) for 1956 is Hypertension. Entry is’open 
to any doctor, registered in the British Isles or Dominions, 
who is under 45 years of age. Essays must be sent by Aug. 
31, 1956, to the hon. secretaries of the society, 11, Chandos 
Street, W.1. 


Association of Sea and Air Port Health Authorities of 
the British Isles 
The annual general meeting of this association is to take 
place in London from June 8 to 10. Dr. R. H. Barrett will 
give a general review of the state of port health administration 
at the present time, and Dr. W. D. L. Smith will speak on 
Malaria and the Thames. 


Basingstoke Plastic Centre Medical Society 

On Thursday, April 14, at 7.30 P.m., at Rooksdown House 
(Park Prewett Hospital), Basingstoke, Hants, this society 
will hold a meeting on burns with special reference to the 
effects of atomic explosions. The speakers will include 
Prof. R. H. 8S. Thompson, Dr. W. J. Butterfield, Dr. P. Gorer, 
Mr. Douglas Jackson, and Dr. J. P. Bull. 


European Rheumatology Congress 

This congress is to be held at The Hague from June 13 to 
17. The programme is divided into sections on rheumatic 
fever, connective tissue, osteo-arthritis of the spine and disc 
degeneration, and rheumatism and social medicine. Speakers 
from this country will include Dr. E. G. L. Bywaters, Dr. L. E. 
Glynn, Dr. R. Consden, and Dr. E, J. Holborow. Further 
particulars may be had from the secretary, Dr. H. van Swaay, 
Burg. De Monchyplein 9, The Hague, Holland. 

Welsh National School of Medicine 

Dr. A. Trevor Jones, senior administrative medical officer 
of the Welsh Regional Hospital Board, is to succeed Prof. 
R. M. F. Picken as provost of the school. Professor Picken 
retires on Sept. 30. 

Dr. Jones was educated at the Lewis School, Pengam, and he 
began his medical studies at the University College of South Wales 
and Monmouthshire, in Cardiff, before going to University College 
Hospital, London, where he qualified in 1924. After spending 
some years in hospitals in London, he returned to Wales in 1929, 
taking hospital appointments in Swansea and Carmarthen, where 
he also worked in general practice and became the medical officer 
of health. He was appointed a medicai officer on the staff of the 
Welsh Board of Health in 1935, and during the late war he was 
the hospital officer for Wales under the Emergency Medical Service. 
Since the start of the National Health Service he has been the 
senior administrative medical officer to the Welsh Regional Hospital 
Board. He was elected F.R.c.P. in 1953. His publications include 
the report of the survey of the hospital service in South Wales 
which he carried out in association with Professor Picken and the 
late. Professor Nixon, of Bristol, in 1945. 

British Society for Research on Ageing 

The following honorary officers and members of the 
executive committee have been elected : 

Chairman, Sir Charles Dodds, F.R.8S.; vice-chairman, Sir Francis 
Fraser; secretary, Mr. G. H. Bourne, p.sc. (London Hospital 
Medical College, London, E.1); treasurer, Prof. P. L. Krohn; 
members of committee, Prof. J. F. Danielli, p.sc., Miss #1. B. Fell, 
F.R.S., Prof. K. J. Franklin, F.R.s., Prof. P. B. Medawar, F.R.8., 
Prof. R. E. Tunbridge. 

Current Conceptions of Allergy : 

The Society for Visiting Scientists is to hold a meeting on 
this subject at 5, Old Burlington Street, London, W.1, on 
Wednesday, April 6, at 7.30 p.m. Sir Henry Dale, 0.M., F.R.s., 
will be in the chair and the speakers will be Dr. Bernard 
Halpern, director of research at the Centre National de la 
Recherche Scientifique, Paris, Prof. J. R. Marrack, and 
Dr. J. Pepys. 

Second International Congress of Neuropathology 

This congress will be held in London from Sept. 12 to 17. 
The programme includes discussions on the Fathological 
Basis of Involuntary Movements, the Neurone, the Blood- 
brain Barrier, Malignancy and Classification of Gliomas, and 
(with the Symposium Neuroradiologicum) Tentorial Herniation 
of the Uncus. Further information may be had from Dr. W. H. 
McMenemey, Maida Vale Hospital for Nervous Diseases, W.9. 


The Queen has consented to the title “‘ Royal’’ being given to the 
Australian Flying Doctor Service. 
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All Elastoplast bandages 
NOW HAVE POROUS ADHESIVE! 


Wien the Elastoplast Bandage with Porous 
Adhesive was introduced to the medical pro- 
fession, the demand for it was so immediate, 
so wide-spread, that a priority system of 
supply was necessary. More and more of our 
manufacturing resources were turned over to 
the production of this type of bandage. Now 


demand has increased further to such an 
extent that we have been induced to make all 


Elastoplast 





Elastoplast Bandages with the Porous Adhesive. 


The reason for this overwhelming demand is 
simple—the Elastoplast Bandage with Porous 
Adhesive represents a most significant 
advance in the field of Elastic Adhesive 
Bandages. It overcomes the main cause of 
plaster intolerance, by permitting free 
evaporation of sweat from the skin. 


TRADE MARK 


POROUS ADHESIVE BANDAGES B.P.C 


Full details from: SMITH & NEPHEW LTD - 
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When they’re convalescing 





A little 
MOUSSEC 


does them a lot of gooa 


Moussec is a perfect natural sparkling stimulant 












for cases of mental depression, debility and 
general apathy. Produced only from specially 
selected grapes by the entirely natural process of 
double fermentation and free from fortification by 


any form of spirit it is purity and goodness itself. 

































THE BABY BOTTLE (ONE-GLASS SIZE) 
is both adequate and economical. It ensures that 
the patient gets the benefit of Moussec always in 
its freshest, most sparkling form. 

Baby Moussec is obtainable from all Wine 


Merchants and Licensed Grocers at 2/3. There 









Sted tarases are also larger sizes at 4/4, 8/9 and 16/6. 
MOUSSEC tToD RICKMANSWORTH HERTS. 
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Two's Company... 






with 
PLAYER'S 
N23 


cjhe Quality Cigarette 


[3P 125A] 





The safest and best 


preparation of opium 





Nepenthe contains all the constituents of opium and 

has been prescribed for over 100 years. It has been 

found by generations of Practitioners to be the best 

preparation of Opium as it does not cause the unpleas- 
ant after-effects usually attributed to opiates. It can 
be given over a considerable period and the effect 
| remains invariably constant. 


Packed in 2-oz., 4-0z., 8-oz. and 16-0z. bottles, and 
for injection in }-oz. rubber-capped bottles, sterile, 
ready for use. 


NEPENTHE 


(FERRIS) 


FERRIS & CO LTD 


BRISTOL 
Telephone 21381 Telegrams FERRIS BRISTOI 














The Organisers of the London Medical Exhibition present their 
annual regional Medical Exhibition 


EDINBURGH 
MEDICAL 
EXHIBITION 


The Assembly Rooms, 
George Street, Edinburgh 


April 25th—29th, 1955 


Open daily from 11 a.m. to 6.30 p.m. 
(7.30 p.m. on Wednesday, April 27th) 


This exhibition will provide an 
event of outstanding Medical interest and 
importance for professional men _ in 
Scotland. The Exhibition will be officially 
opened at 11.30 a.m. on Monday, April 
25th, by Professor D. M. Dunlop, B.A., 
M.D., F.R.C.P., Professor of Therapeutics, 


Edinburgh University. 


Exhibits by a large number of the 
leading British firms will demonstrate the 
latest developments in medical practice and 
will include ethical medical preparations, 
surgical instruments, books, medical equip- 
ment, and hospital equipment, etc. There 
will be daily performances of films selected 
for their exceptional medical interest. 
Copies of the invaluable reference book 
‘“*The London Medical Handbook” will 
be available to visitors at the specially 
reduced price of 2/6d., and facilities are 
provided for obtaining light meals and 
refreshment. 


Admission is by official invitation card, 
posted to arrive by April 18th. Letters 
referring to non-arrival of invitations 
should not be sent before that date. 


Applications for further information should be addressed to :-— 
The London Medical Exhibition, 
194-200, Bishopsgate, London, E.C.2 


or direct to :— 


Edinburgh Medical Exhibition, 
The Assembly Rooms, George Street, 
Edinburgh. 
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*) 


Formula : 
Quantity of Active ingredient in each Tablet 





BOLDO eco ose +. 0.07 | PODOPHYLLIN 0.002 
EXT. BELLAD. sicc. B.P. 0.003) ICELAND moss 0.0! 
PHENOLPHTHALEIN «-. 0.075 





Sole Distributors in Great Britain 


W. FLETCHER (CHEMists) LTD. 
5 RAMPAYNE STREET, LONDON, S.W.1 Telephone: ViCtoria 5555 














The PORTABLE X-ray unit 
with the phenomenal output 


Every film in this com- 
posite radiograph of the 
ce whole body was taken with 


‘\ he D.X. d can be 
PHILIPS D.X.i \ the 1 and can 
\ seen at the X-ray Centre, 





The D.X.1 is a compact yet high-powered \ 


portable X-ray unit which may be wheeled—or 
dismounted and carried to the patient’s bedside. With 
its transportable control desk, the X-ray tube head 


(illustrated above) can also be used to power other \ 
appliances such as a chest screening unit. The D.X.1. is \ 
very moderately priced and suitable for use in all climates. 


Write or ’phone for further information: 


X-RAY DIVISION 





CENTURY HOUSE: 


PHILIPS ELECTRICAL LTD 


SHAFTESBURY AVENUE - 


Century House. 


‘\ 
> 
oh 
‘“ 





GERrard 7777 
(PXMOO30B) 
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NATIVELLE’S DIGITALINE 


Successful Clinical Practice spreading over many years is proof of the trustworthiness of THE ORIGINAL 
PRODUCT. Standard works on cardiology and current medical literature contain numerous references to 
the unfailing reliability and constant activity of NATIVELLE’S DIGITALINE. Literature and samples 
will gladly be forwarded on request. 

Supplied in the following forms: TABLETS (Pink) 0-1 mg. (1/600 gr.). TABLETS (White) 0-25 mg. (1/240 gr.). 
AMPOULES for_intramuscular and intravenous injection 0-2 mg. (1/300 gr.). 


OUABAINE ARNAUD 


May be relied on for constant therapeutic effect whenever Strophanthus preparations are indicated. 
International Standard of Ouabaine kept in National Institute for Medical Research, London. 
Supplied in the following forms: TABLETS 2-5 mg. (1/24 gr.). AMPOULES 0-5 mg. (1/120 gr.) for intramuscular injection. 


AMPOULES 0-25 mg. (1/240 gr.) for intravenous injection. 
Samples and literature on request. 


LABORATORY NATIVELLE LTD. 
14-17, WHITE LION STREET, LONDON, N.1, and at 19, TEMPLE BAR, DUBLIN 


YOUR 
CHILD 


In your plans for your child’s 
education and career life assurance 
can be a real help. Write today 
for a copy of the New “Career 
Policy ” leaflet to 





























| HIP PROSTHESES “_/ 
Non-toxic stainless steel 


| SCOTTISH 
| DOWN BROS. and MAYER & PHELPS LTD. || TT DH OWS’? FUND 


Surgical Instrument Makers 
Head Office: 9 St. Andrew Square, Edinburgh, 2 
92-94, Borough High Street, London, S.E.1 London Offices: 28 Cornhill, E.C.3 17 Waterloo Place, S.W.1 


and 
| 32-34, New Cavendish Street, London, W.! 




















Professional Approval .. . 


SELTO Dental Salt is a unique combination of sodium 
chloride and sodium bicarbonate with an efficient polishing 
agent. It is particularly valuable in cases of soft or tender 
gums; it is entirely free from harsh abrasive material, polishes 
quickly and without scratching. Pleasant to the taste, it 
imparts a delight- 
ful freshness to the 
mouth after use. 
SELTO is stocked 
by all leading 
chemists. Profes- 
sional samples and 
literature sent on 
request. 





eee * BARBITONE gr. 2}. Stabilised 
ALERIAN m. 3, per drachm. 


‘an economical and effective 
SEDATIVE & HYPNOTIC 


4 oz. bottle 4/2 
(also 40 oz. and 80 oz. sizes) 
Samples on signed request 
ROBERTS & CO. 
Pharmaciens 
76, New Bond Street, London, W.1 






SELTO (Eastbourne) LTD., 
HAMPDEN PARK, EASTBOURNE 
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JENNER INSTITUTE siccrinated VACCINE LYMPH 


PREPARED IN ACCORDANCE WITH THE THERAPEUTIC SUBSTANCES REGULATIONS (BRITISH PRODUCT) 
Telephone : SINGLE VACCINATION TUBES - - ~-  12/- dozen. Postage extra Telegrams : 


BATTERSEA 1347 LARGE TUBES (EXPORT only) sufficient for 5 vaccinations, 20/- dozen Bg oN) a a 


-JENNER INSTITUTE FOR CALF LYMPH LTD., 73, Battersea Church Road, $.W.11 


RHEUMATISM |! second-hand Books 

















AND KINDRED AILMENTS 


Harrogate, the largest Spa in Great Britain, MEDICINE, SURGERY AND ALLIED 


is actively engaged in providing all types of SUBJECTS 
physical treatment in connection with the STANDARD WORKS : SETS OF MEDICAL 
rheumatic disease and all types of physical JOURNALS, OLD AND RARE MEDICAL BOOKS 


rehabilitation. Extensive alterations have 
taken place, including the equipment of the 
establishment with DEEP POOL THERAPY, 

medical gymnastic facilities and occupational H. K. LEWIS & Co. Ltd. 


LARGE OR SMALL COLLECTIONS BOUGHT 





therapy. LONDON : 136, GOWER STREET, W.C.I 
Telephone : EUSton 4282 (7 lines) P.O, Box 66 





HARROGATE SPA 


Treats both private patients under its All- a Tg 
inclusive Treatment Scheme, and National 
Health patients. Non Allergic 


Medical enquiries as to cost, and how treat- BEAUTY PRODUCTS 


— THE SAFETY FACTOR IN 
ment can be obtained, will be welcomed by Teee Sater FACTOR t00 
Queen beauty products form a complete range 
B. Roberts, Manager, of toilet and beauty preparations, including 

lipsticks, specially for those women who 
Section yA have sensitive skins. Queen products con- 
tain no orris in any form, nor any other 
skin irritants AND ARE RECOMMENDED 


BY THE MEDICAL PROFESSION. 
Obtainable from John Bell & Croyden, 
50 Wigmore Street, W.!, and 


other chemists. J 6m, 
Write for Price List to :— om 


HARROGATE 0 Lambs Conduit Se. London, W-Cel 
CHEADLE ROYAL, CHEADLE, CHESHIRE 


REGISTERED MENTAL HOS?ITAL 
























PrestpENt: THe Ricut Hon. Toe EARL OF DERBY, M.C. 
MEDICAL SUPERINTENDENT: W. V. WADSWORTH B.Sc., M.B., M.R.C.P., D.P.M. 





This Hospital receives all types of patients who are suffering from psychological and senile illnesses. It has recently been 
extensively re-decorated and central heating has been installed throughout, making it one of the most luxuriously appointed hospitals 
in the country. Private rooms, with special nurses, can be provided. All patients receive very careful and thorough clinical and 
pathological investigations ; the most modern psychiatric treatment is available, including deep insulin therapy. Psychotherapeutic 
treatment is employed in suitable cases. 

Occupational therapy is a special feature of the Hospital and there are excellent facilities for indoor and outdoor recreation— 
tennis, cricket, croquet, badminton, billiards, cinema, television, etc. Geriatric units for mild cases of senility are provided where 
patients can pursue as normal a life as possible. 

The Hospital is situated in three hundred acres of pleasant Cheshire parkland and yet is only nine miles from Manchester. 
Glan-y-Don is the Hospital’s convalescent home, overlooking the sea at Colwyn Bay. It is extremely comfortable and well appointed 
and has its own farm and market garden. 


For terms and further particulars, apply to the Medical Superintendent. Telephone: GATLEY 2231. 


RUTHIN CASTLE, NORTH WALES 


A Private Clinic, the first in Great Britain, for investigation and 
treatment of all forms of disease, except infectious and mental 








Nursing, dietetic, massage, x-ray and laboratory departments Central heating. and a lift to all floors 








Inclusive charges Apply SECRETARY Telephone: Ruthin 66 
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FOR NERVOUS AND 
ST. ANDREW’S HOSPITAL sencat pisorvers 
NORTHAMPTON 
Presipent: THE EARL SPENCER 
MrpicaL SuPERINTENDENT: THOMAS TENNENT, M_.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital] or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 

This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment o? Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche. Scotch Douche, Electrical baths, Plombiéres treatment, 
etc. There is an Operating Theatre, a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, and a Department for 
Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. 

MOULTON PARK 

Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Lilanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 








At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have their own gardens, and facilities are 
provided for handicrafts, such as carpentry, ete. 

For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 
can be seen in London by appointment. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 





A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 


There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 





Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P Telephones—TEIGNMOUTH 289 and 537 
HEIGHAM HALL, NORWICH CHISWICK HOUSE 
PRIVATE MENTAL HOME for Nervous and Mental iliness. All types INI 
of treatment carried out. Accommodation for Alcoholics and Addicts PINNER, MIDDLESEX 
available. Special Geriatric Unit now open. Fees from 6 gns. per week Telephone: PINNER 234 

upwards according to requirements. 
Apply to Dr. }. A. SMALL Telephone : Norwich 20080 A Private Home for the Treatment and Care of Mental and 


Nervous Illnesses in both Sexes. 
A modern house, 12 miles from Marble Arch, in attractive 


secluded grounds. Patients treated under Certificate, Tem- 
OLD SANATORIUM porary or Voluntary status. Modern forms of treatment, 


including psychotherapy, var-o-analysis, modified insulin, 





CRANHAM, GLOUCESTER occupational therapy, E.C.T., ete. 
On the Cotswold Hills DOUGLAS MACAULAY, M.D., D.P.M. 
seven miles from Cheltenham. THE LANCET 
Terms: 10 gns. per week Special roduced_rates to Medical Students and Doctors 
within 1 year of qualification. 
Telephone : Witcombe 2181-2. Apply Secretary. Air-mail edition available 





THE MEDICAL PROTECTION SOCIETY .uimrrep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : £1 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 











Vacancies 

ACADEMIC AND EDUCATIONAL Page| Leamington Spa. Warneford Gen. BACTERIOLOGY 

SECTION 40 : a ‘ce i 7 ‘s .. 48] Scotland. Western R.H.B. Reg. .. 50 
ANASTHETICS seeds R.H.B. Locum Regs. .. on OF CARDIOLOGY 
an aie Den. _. 42| Manchester R.H.B. Cons. .. Sil ettoees teen Bs. rece — 
Central Middlesex, N.W.10. Sr. H.O. 42] Newmarket Gen. Reg. . -. 49 
Hosp. for Sick Child., W.C.1. Sr. H.O. 44] Scotland. South-Eastern R.H.B. Sr. CASUALTY 
Royal Free, W.C.1.’ Reg... |... 44], H.M.O. os oe a. | w. «6S8 | Moker. BO. HO...  .. -- 8 
Royal Free Hosp. Group. P.-t. Cons. 41 | Scotland. Western R.H.B. Sr. Regs. 50 | Prince of Wales’s Gen., N.15. Sr. H.0. 
Bishop Auckland Gen. Sr. H.O. .. 45] Stockport Infy. Sr. H.O. .. .. 50 & Pre-reg. H.O. ae vs i. & 
Bury & Rossendale H.M.C. Jr. H.M.O. 45|Swindon & Dist. H.M.C. Sr. H.O. .. 50] Putney, 8.W.15. Sr. H.O.’s.. -. 43 
Chesterfield Royal. Reg. .. 46] Northern Ireland Hosps. Auth. St. Mary’s, W.2. Ree. - se 
Crewe Mem. Locum . ' . a Locum Cons... os ee .. 42] Bedford Gen. Locum Reg. .. oo a 
Doncaster Royal Infy. Sr. H.O. .. 46] Persian Gulf. Doha Hosp. Anes- Chelmsford & Essex. Sr. H.O. .<.. o 
Halifax Gen. Jr. H.M.O. .. oo & thetist oa «% _ .. 42! Colchester H.M.C. Sr. H.O.’s «a & 
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Academic and Educational 
ROYAL COLLEGE OF SURGEONS OF ENGLAND 





ELECTION OF PROFESSORS AND LECTURERS 

The Council invites applications for election to the office of 
Hunterian Professor, Arris and Gale Lecturer, Arnott Demon 
strator and Erasmus Wilson Demonstrator for the ensuing year. 

The 12 Hunterian Lectures, illustrated by Hunterian speci- 
mens, are delivered by Fellows or Members of the College. 
The 3 Arris and Gale Lectures are on subjects relating to Human 
Anatomy and Physiology, the 6 Arnott Demonstrations on the 
contents of the Museum, and the 6 Erasmus Wileon Demonstra- 
tions on the Pathological contents of the Museum. 

Applications in writing must be made to the Secretary on or 
before Saturday, 23rd April. Candidates for the Hunterian 
Professorships, Arris and Gale Lectureships are requested to 
submit with their applications 25 copies of a synopsis of approxi- 
mately 500 words describing the subject matter of their 
proposed lecture. 

In the case of Hunterian Lectures the Council is prepared to 
consider applic: ations for either a series of lectures or a single 
lecture. KENNEDY CASSELS, Secretary. 

Lincoln’s Inn-fields, London, W.C.2, 2nd April, 1955. 

UNIVERSITY OF LONDON INSTITUTE OF 
EDUCATION 


CONTENT AND METHODS OF HEALTH EDUCATION 

An advanced course for full-time students occupying 1 
university year is open to qualified teachers, training college 
lecturers, medical practitioners, qualified nurses and others who 
are interested in the fleld of Health Education. 

Candidates should have had experience in their own field 
and sufficient scientific background to satisfy the 
Institute that they can profit from the course. 

The course is organised by the Institute of Education with 
the coéperation of the London School of Hygiene and Tropical 
Medicine and of the Central Council for Health Education. 

Further particulars may be obtained one Miss W. M. WARDEN 
Institute of Education, Malet-street, W.C 

THE UNIVERSITY OF EEGs 


DIPLOMA IN THE 


POSSESS 


PART-TIME COURSE FOR THE DIPLOMA IN PUBLIC HEALTH 
4 Course for the Diploma in Public Health will commence in 
OCTOBER, 1955, if sufficient entries are received. Instruction 


and will occupy 5 academic terms. Students 
24 days a week in each term in whole-time 
study, leaving the remainder of the time free for approved 
gainful employment. Candidates holding part-time Public 
Health appointments or with previous whole-time Public Health 
service may be granted exemption from some of the practical 
Public Health work, so reducing the whole-time study to 
approximately 2 days a week. 

Candidates are asked to apply as soon as possible to the 
Sub-Dean, School of Medicine, Thoresby-place, Leeds, 2. 

THE UNIVERSITY OF LIVERPOOL 

FACULTY OF MEDICINE 

DEPARTMENT OF ANAESTHESIA 


will be part-time 
will require to spend 


POSTGRADUATE INSTRUCTION IN ANJARSTHESIA, 
limited to 10 students, will be conducted at the University of 
Liverpool lasting for 1 academic year and commencing 1sT 
OCTOBER, 1955. This course gives theoretical and practical 
instruction to students intending to sit for the Diploma or the 
Fellowship of the Faculty of Anesthetists. For the purpose of 
gaining practical experience, the students will be found suitable 
appointments in recognised General Hospitals within the 
Liverpool area. 

The fee for the course is £60. 

Application forms may be 
Anmwsthesia, The University, Liverpool, 3, and 
returned not later than 30th April, 1955. 

UNIVERSITY OF SHEFFIELD 


A COURSE OF 


Reader in 
should be 


obtained from the 


INSTRUCTION for the DIPLOMAS IN MEDICAL 
DIAGNOSTIC RADIOLOGY (D.M.R.D.) and THERAPEUTIC RADIOLOGY 
(D.M.R.T.) will commence in OCTOBER, 1955. 

The Courses will cover a period of 2 years of whole-time study, 
and the fee for each course is 50 guineas. 

Applications to attend should be sent to the 
Faculty of Medicine, The University, Sheffield, 10. 
THE ROYAL LONDON HOMCGOPATHIC HOSPITAL 

Great Ormond-street and Queen-square, London, W.C.1 


COURSES OF 


Dean of the 


COURSES OF INSTRUCTION IN THE PRINCIPLES AND PRACTICE OF 
HOMCEOPATHY for Medical Practitioners and Senior Students of 
Medicine. 

SUMMER COURSE 1955 
TUESDAYS, commencing 26TH APRIL, 1955 : 

2 p.m., Repertorial Analysis. 

3 P.M., Materia Medica of The Polycrests. 

4 p.M., Illustrative Case Records. 
— 8, commencing 29TH APRIL, 

3 P.M., Materia Medica. 

4 Ty Illustrative Case Records. 

During the week commencing 2ND MAY, 1955, LECTURES will 
be given on bowel nosodes and the emanometer grouping of 
drugs. 

Fee for registered medical practitioners, £10 10s. Medical 
students admitted without charge. 

A limited number of Scholarships intended to meet the cost 
of travelling expenses are offered by The Homceopathic Research 
and Educational Trust to doctors to enable them to attend 
this Course. 

Further particulars can be obtained on application to the 
Dean of the Education Course at the Hospital. 
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UNIVERSITY oF GLASGOW 


MACEWEN ME MORIAL LECTURE 

The Macewen Memorial Lecture will be delivered by Sir 
JAMES R. LEARMONTH, K.C.V.0., C.B.E., LL.D., CH.M. (Regius 
Professor of Clinical Surgery and Professor of Surgery, University 
of Edinburgh), in the Lecture Theatre, Chemistry Building, on 
FRIDAY, LSTH APRIL, 1955, at 3.30 P.M. 

Subject : ‘‘ A Search for Similarities.’’ 

Admission to the Lecture will be free, but by ticket only. 

Applic ation should be made to the Registrar, The University, 
Glasgow, A stamped addressed envelope should be sent. 

UNIVERSITY OF GLASGOW 
POSTGRADUATE MEDICAL EDUCATION COMMITTEE 
REFRESHER COURSE FOR GENERAL PRACTITIONERS 

4 Refresher Course of 1 fortnight’s duration designed for 
General Practitioners will be held from 16TH May to 28TH MAY, 
1955. The greater part of the Course will comprise clinical 
demonstrations, ward visits, and lectures in general medicine, 
general surgery, and obstetrics, but sessions on_ infectious 
diseases, child health, ophthalmology, dermatology, and 
rehabilitation of the aged will also be included. 

The fee for practitioners not claiming expenses from Govern- 
ment sources is 10 guineas. 

Since the number admitted to the Course is limited, early 
application should be made to the Director of Postgraduate 
Medical ducation, The University, Glasgow, W.2, from whom 
the syllabus and further information may be obtained. 

MARLBOROUGH DAY HOSPITAL 
38, Marlborough-place, N.W.8 

General Practitioners and professional people working in the 
mental health field are invited to LecTURES held at the above 
on the first MONDAY in every MONTH at 8.15 P.M. 

On MONDAY, 4TH APRIL, Dr. MICHAEL FORDHAM will speak 
on: “ Jung’s Contribution to Social Psychiatry.” 
UNIVERSITY OF EDINBURGH. Department of Child 
LIFE AND HEALTH. Applications are invited from medical 
graduates holding a higher medical qualification, for the post 
of Full-time LECTURER in the Department of Child Life and 
Health. The duties will be those of teaching, care of patients 
and prosecution of research under the Professor of Child Life 
and Health. The appointment will carry the clinical status of 
Assistant Senior Registrar. Salary (presently subject to review) 
will be in the range £1100-£1500 p.a., with placement according 
to experience and qualifications and with superannuation benefit 
and family allowance where applicable. 

Further particulars may be obtained from the undersigned 
with whom applications, giving the names of 2 referees, should 
be lodged not later than 9th April, 1955. 

CHARLES H. STEWART, Secretary to the University. 
UNIVERSITY COLLEGE OF OUTH WALES AND 
MONMOUTHSHIRE. Required, DEMONSTRATOR (Woman) for 
part-time teaching duties in the Department of Anatomy, 
University College, Newport-road, Cardiff. The appointment 
involves attendance on 4 afternoons per week during the College 
term and carries an honorarium of £300 per session. Duties 
to commence Ist October, 1955. 

Further particulars from the Registrar, University College, 
Cathays Park, Cardiff, to whom applications should be sent by 
29th April, 1955. 


UNIVERSITY COLLEGE OF SOUTH WALES AND 
MONMOUTHSHIRE. Applications are invited from registered 
medical practitioners for 2 posts of ASSISTANT LECTURER 
IN ANATOMY. 1 appointment will commence on Ist August, 
1955, the other on Ist October, 1955. Salaries will be in the 
scale £750—£100-£1050 with family allowance and superannuation 
benefits. Facilities will be provided for research. 

Applications (8 copies), together with the names of 3 referees, 
should be sent to the undersigned, from whom further particulars 
may be obtained, not later than 29th April, 1955. 

E. R. Evans, Registrar. 


UNIVERSITY OF ALEXANDRIA. Faculty of Medicine. 
SCHOOL OF DENTAL SURGERY, ALEXANDRIA (EGYPT). _ Applica- 
tions are invited for the following whole-time post : 

CHAIR OF DENTAL PROSTHESIS 

Applicant must be a registered dental practitioner of long 
standing in the profession, must have been qualified for at least 
18 years, and must have teaching experience in a University 
or a recognised Institute for not less than 8 years. The appointee 
is expected to lecture on dental prosthesis and to help in the 
development of this subject as well as in any other subject 
related to it that he may be charged with. 

(i) The period of the first contract is for 2 years and can be 
renewable for further periods of 5 years. 

(ii) Medium of lecturing is the English language. 

(iii) Salary £E900-£E1500, according to scientific status, 
exclusive of expatriation and high cost ro -living allowance, and 
income-tax deduction of approximately 9 %. 

(iv) The University will pay travelling expenses to both 
Professor and his family to Egypt on presentation of official 
receipt as well as expenses of homeward journey at the termina- 
tion of the contract period whatever it may be. A vacation of 
2 months in the summer is allowed yearly. 

(v) If the contract is for more than 3 years, the University 
will pay the Professor and his family the travelling expenses 
for home leave during the summer once every 3 years. 

(vi) After the termination of the contract, the University 
will undertake to pay the Professor 1 months salary for every 
year of his service at the University, provided that his service 
is not less than 5 years. 

Applications should be addressed to the Dean, Faculty of 
Medicine, Alexandria University, Egypt, and should include 
particulars as to the academic qualifications, experience, and 
publications, together with the names of 3 referees, and should 
be received not later than 31st May, 1955. 














THE LANCET} 


THE LANCET GENERAL ADVERTISER 


[APRIL 2, 1955 





UNIVERSITY OF ALEXANDRIA. Faculty of Medicine. 
Applications are invited for the weg posts 
(1) Whole-time PROFESSOR IN CLINICAL SU TRGERY. 

Applicant must be duly qualified in surgery and must possess 
adequate practical and teaching experience in a recognised 
University or Institute of not less than 8 years duration, and 
must have published several original researches. 

(2) Whole-time PROFESSOR IN NEUROLOGY. ; 

Applicant must be duly qualified in both general medicine and 
neurology, and must possess adequate clinical and teaching 
experience in a recognised University or Institute of not less 
than 8 years duration. Original research in the field of Neurology 
is essential. 

(3) Whole-time PROFESSOR IN PHYSIOLOGY. 

Applicant must be duly qualified in both general and human 
physiology, must possess adequate teaching experience of not 
less than 10 years in a recognised University. 

Salary in each of the above 3 cases £E1500—-€E2500 p.a., 
according to scientific status and experience. Private con- 
sultations may be considered after the first year of office in the 
case of the first 2 posts. 

(4) ASSISTANT PROFESSOR IN ANATOMY. 

Applicant must be a medical graduate with special training 
in Anatomy and Embryology. He must have had teaching 
experience in a recognised University or Institute for not less 
than 6 years and must have published original research. Salary 
£E1000-£E1500 p.a. 

General terms concerning above-mentioned posts :— - 

(1) Medium of teaching in all cases is English. 

(2) The appointment contract is made for 1 or 2 years at the 
start, after which, if both parties are desirous, the contract is 
renewable for a period of 5 years, and may be renewed further. 

(3) Alexandria University will pay the travelling expenses 
of the appointed person and his family to Egypt. 

(4) A foreign appointee with a long-term contract is entitled 
to a free return passage for himself and his family to their 
country during the summer vacation once every 3 years. 

(5) At the termination of the contract the appointee will 
receive a bonus of 1 months pay for each year of service and will 
also receive his travelling expenses and that of his family for 
their journey home. 

Applications should be addressed to the Dean, Faculty of 

Medicine, Alexandria University, Egypt, and must include 
particulars as to age, academic qualifications, experience, copies 
of original publications, and the names of 3 referees. Applications 
should reach Alexandria not later than 31st May, 1955. 
THE INSTITUTE OF LARYNGOLOGY AND OTOLOGY 
(UNIVERSITY OF LONDON), 330/332, Gray’s Inn-road, W.C.1. 
FIRST ASSISTANT to the Professorial Unit. Applications 
are invited for this post with effect from Ist June, 1955. A higher 
qualification in surgery is required and candidates must have 
held an Oto-laryngological Registrarship in a teaching hospital. 
The post is a full-time one tenable for an initial period of 1 year, 
subject to annual re-election thereafter, and the successful 
applicant will be given honorary rank as a Senior Registrar at 
the associated Royal National Throat, Nose and Ear Hospital. 
Salary within the range £1200—-£1500 with superannuation 
benefits, the commencing salary being determined according to 
experience and particularly any previous service in the Senior 
Registrar grade. Family allowances on the University scale 
are payable. 

Applications in triplicate, giving full particulars of age, 
qualifications and experience and accompanied by the names of 
2 referees, should be sent to the Secretary not later than 30th 
April. 





Hospital Services : Senior Appointments 


ELIZABETH GARRETT ANDERSON HOSPITAL, N.W.1. 
ROYAL FREE HOSPITAL GROUP. Consultant in Psychological 
Medicine. Applications are invited from Women medical 
practitioners for the post of Part-time PHYSICIAN in Psycho- 
logical Medicine. Duties to commence Ist October, 1955. 
Experience with children as well as adult patients would be an 
advantage. 

Applications, stating details of qualifications and experience, 
and giving the names of 3 referees, should be forwarded to the 
Secretary to the Board of Governors, Royal Free Hospital, 
Gray’s Inn-road, London, W.C.1, not later than 2nd May, 1955. 
NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

(1) Part-time CONSULTANT ORTHOPAEDIC SURGEON 
(2 sessions a week), Mildmay Mission Hospital, Austin-street, 
E.2. Candidates should be in sympathy with the evangelical 
aims of the Hospital. 

(2) Part-time ASSISTANT OPHTHALMOLOGIST (Senior 
Hospital Medical Officer grade) at Essex County Health Services 
Clinics as follows : 

Glasson House, Grays—2 sessions a week. 

Annalee-road, Aveley—1 session a week. 

Craylands, Vange—1 session a month. 

Wickford—1 session a month. 

Pitsea—1 session a month. 

Westland-avenue, Hornchurch—1 session a month. 

(3) Part-time ASSISTANT OPHTHALMOLOGIST (Senior 
Hospital Medical Officer grade) at Essex County Health Services 
Clinic, Coval-lane, Chelmsford, for 2 sessions a week. 

Separate applications (6 copies), stating post concerned and 
names of 3 referees, should reach the Secretary, tr Portland- 
place. London, W.1, by Saturday, 16th April, 1955 
ROYAL FREE HOSPITAL GROUP. Applic ations are 
invited for the post of Part-time CONSU ETANT ANZES- 
THETIST. Duties to commence Ist October, 1955. 

Applications, giving the names of 3 referees, should be for- 
warded to the Secretary to the Board of Governors, Royal Free 
Hospital, Gray’s Inn-road, London, W.C.1, not later than 
2nd y, 1955. 














ST. MARY’S HOSPITAL, W.2. Applications are invited 
from suitably qualified practitioners for the post of CLINICAL 
ASSISTANT in the Allergy Clinics (Wright-Fleming Institute 
of Microbiology) for 2 notional half-days per week ; graded 
Senior Hospital Medical Officer. The appointment will be as 
from a date to be arranged. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
PowpitcH, House Governor, by 20th April, 1955. 


LEEDS REGIONAL HOSPITAL BOARD. Whole-time 
appointment of ASSISTANT ORTHOPAEDIC SURGEON 
(Senior Hospital Medical Officer scale) for duties at hospitals in 
the Pontefract and Castleford Group. The person appointed to 
reside in or near Pontefract. 

Applications (12 copies), stating age, qualifications and details 

of appointments held showing dates, with names and addresses 
of 3 referees, to the Secretary, Park-parade, Harrogate, by 
23rd April, 1955. 
LEEDS. THE UNITED LEEDS HOSPITALS. The 
GENERAL INFIRMARY AT LEEDS. App ontions are invited for the 
appointment of a CONSULTANT ASSISTANT DENTAL 
SURGEON with special experience in prosthetic dentistry. 
The contract would be for 1, 2 or 3 nominal sessions per week, 
and in accordance with the terms and conditions of service of 
hospital dental staff 

Full details of experience (with relative dates) should accom- 
pany applications, stating age, and giving 3 names for reference, 
and should be forwarded to the Secretary to the Board, The General 
Infirmary at Leeds,-Leeds, 1, by not later than 16th April, 1955. 


LIVERPOOL REGIONAL HOSPITAL BOARD. The 
UNITED LIVERPOOL HOSPITALS. Applications are invited for the 
post of Whole-time ASSISTANT PLASTIC SURGEON (Con- 
sultant). Duties will be to assist the existing Senior Plastic 
Surgeon and will be mainly at Whiston Hospital, Alder Hey 
Children’s Hospital and with 1 session at the Royal Southern 
Haspital. In addition to the above duties the person appointed 
will be required to attend at other hospitals in the Region and 
to conduct outpatient clinics at peripheral hospitals. Applicants 
must possess a Fellowship.of the Royal College of Surgeons of 
England, Edinburgh or Ireland, and have had considerable 
experience of plastic surgery. After 3 years service the Boards 
will be prepared to consider an application to amend this 
appointment to maximum part-time sessions. 

Forms of application from, and to be returned to, Dr. T. 
Lloyd Hughes, Senior Administrative Medical Officer, Liverpool 
Regional Hospital Board, 19, James-street, Liverpool, 2, to be 
received not later than 23rd April, 1955. 

VINCENT COLLINGE, Secretary to ~ Beers. 


MANCHESTER REGIONAL HOSPITAL BO 

(a) Part-time (8 half-days) post of CONSU LTANT Cc AEST 
PHYSICIAN to the Burnley and District Hospital Centre. 
Successful applicant will be in charge of the Chest (including 
pulmonary tuberculosis) Diseases Service in the area, chest clinics 
in Burnley and neighbouring hospitals and pulmonary tubercu- 
losis beds at Marsden Hospital and will have beds in the general 
medical wards at Burnley General Hospital. Good training 
and experience in general medicine, special experience in chest 
diseases and Membership of a Royal College of Physicians 
essential. 18th April, 1955. 

(b) Whole-time or maximum part-time post of CONSULTANT 
ANASSTHETIST to the Wigan and Leigh Hospital Centre 
(Royal Albert Edward Infirmary, Wigan, Leigh Infirmary, &e.) 
and at Wrightington Hospital (thoracic and orthopedic surgery ). 
Wide experience and higher qualification in anesthetics essential. 
Appointee to live in area. 11th April, 1955. 

(c) Whole-time or maximum part-time (9 half-days) resident 
post of CONSULTANT PSYCHIATRIST AND MEDICAL 
SUPERINTENDENT to Whittingham Ne near Preston 
(about 3000 Beds) AND CONSULTANT PSYCHIATRIST 
to Blackpool and Fylde Hospital Manage ment ( ‘ommittee, with 
clinics at Victoria Hospital, Blackpool. Building has commenced 
on a modern house in the grounds. Applicants must be of high 
professional standing with wide experience and possess higher 
qualifications. 14th April, 1955 

Application forms from the ‘Senior Administrative Medical 
Officer to the Board at Cheetwood-road, Manchester, 8, to be 
returned by dates stated. 


MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited 
for the post of Full-time SENIOR HOSPITAL MEDICAL 
OFFICER (non-resident). Previous experience in ophthalmology 
essential. The terms and conditions of service for hospital 
medical and dental staffs will apply. 

Applications, giving details of past experience and qualifica- 
tions, together with the names of 3 referees, to be addressed 
to the undersigned as early as possible. (Special application 
forms can be obtained on request.) 

F, J. CABLE, Secretary, United Manchester Hospitals. 


OXFORD REGIONAL AOSPITAL BOARD. Applica- 
tions are invited from registered medical practitioners for the 
whole-time post of ASSISTANT PSYCHIATRIST (Senior 
Hospital Medical Officer grade) to the Fair Mile Hospital, near 
Wallingford, Berks, and its essociated clinics, as a member of 
the area team. Single accommodation is available. Candidates 
should hold the D.P.M. or its equivalent and must have had 
considerable experience of psychiatry. Applicants are invited to 
visit the hospitals by arrangement with the Physician- 
Superintendent. 

Applications (10 copies), stating age, qualifications, and 
experience, with the names and addresses of 3 referees, should 
reach the Secretary, Oxford Regional Hospital Board, 43, 
Banbury-road, Oxford, by 29th April, from whom further 
particulars are available. 
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SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the part-time appoint - 
ment of a PHYSICIAN (Consultant status) on 5 sessions to 
undertake duties in connection with the care and assessment of 
the aged and chronic sick in the Edinburgh area. The person 
appointed will have clinical charge of an assessment Unit at 
the Longmore Hospital and will act as Consultant to other 
chronic sick hospitals in the area. The appointment is subject 
to the provisions of the terms and conditions of service of 
hospital medical and dental staffs (Scotland). 

Applications, giving particulars of age, qualifications, and 

previous experience, together with the names of 3 referees, 
should be submitted to me hig ne South-Eastern Regional 
Hospital Board, Scotland, , Drumsheugh-gardens, Edinburgh, 
by 30th April, 1955. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for a whole-time appoint - 
ment of ANAESTHETIST (Senior Hospital Medical Officer 
grade) for duty in the hospitals in the eastern half of the County 
of Fife, based on Kirkcaldy General Hospital. The appointment 
is subject to the terms and conditions of the National Health 
Service. 

Applications, giving particulars of age, qualifications and 

previous experience, together with the names of 3 referees, 
should be submitted to the Secretary, South-Eastern Regional 
Hospital Board, 11, Drumsheugh-gardens, Edinburgh, 3, by 
23rd April, 1955. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. apne — are invited for the appointment of Whole- 
time ASSISTANT PSYCHIATRIST, at the Royal Scottish 
National institution, Larbert. Salary (at age 32 and over) on 
the scale €1500-€50-£1950. This appointment is subject 
to the National Health Service (Scotland) superannuation 
regulations. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, not later than 30 days after the 
publication of this advertisement. 


Sa: WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appoint- 
ments :— 

( ‘ONSU LTANT THORACIC SURGEON based at Hairmyres 
Hospital, East Kilbride. The appointment will be whole-time 
or on the maximum part-time basis of 9 notional half-days per 
wee 

CONSULTANT RADIOTHERAPIST based at the Western 
Infirmary, Glasgow, for duties in the Regional Radiotherapy 
Service. The appointment will be whole-time or on the maximum 
part time basis of 9 notional half-days per week. 

These appointments are subject to the National Health 
Service (Scotland) superannuation regulations. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, not later than 30 days after 
the publication of this advertisement. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR ASSISTANT PSYCHIATRIST required for the 
Coppice Hospital, Mapperley, Nottingham. A newly built house 
on the Hospital estate is available. Salary scale £1500—€50-£1950. 

Application forms and further details obtainable from Senior 
Administrative Medical Officer, Sheffield Regional Hospital 
Board, Old Fulwood-road, Sheffield, 10. Forms to be returned 
by 22nd April, 1955. Pa 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR ASSISTANT PSYCHIATRIST for the Pastures 
Hospital, Mickleover, near Derby. Salary scale £1500-€50 
£1950. 

Application forms and further details from Senior Adminis- 
trative Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield. Form to be returned by 30th April, 
1955. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time ASSISTANT RADIOTHERAPIST for the Sheffield 
National Centre for Radiotherapy. Candidates should be in 
possession of the D.M.R.(T). The successful applicant will 
work under the direction of the Medical Director. Salary scale 
£1500—£50-£1950. 

Application forms and further details from the Senior Adminis- 

trative Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield. Forms to be returned by 30th April, 
1955. 
NEW ZEALAND. NORTH CANTERBURY HOSPITAL 
BOARD, CHRISTCHURCH, NEW ZEALAND. Part-time Medical staff 
required. Due to impending retirements, vacancies will arise 
on the Board’s Part-time Visiting Medical staff as from 31st 
May, 1955, for : 

1 SENIOR ORTHOPEDIC SURGEON. 

1 SENIOR SURGEON (general). 

These positions each involve an average of 14 hours duty per 
week, beyond which appointees may engage in private practice 
in the city. Initial appointment will be for a period of 3 years 
as from Ist June, 1955, at the expiry of which reapplication will 
be necessary. Applicants should have been qualified for not less 
than 10 years, should possess higher qualifications appropriate 
to their specialties and have had at least 5 years experience in 
those specialties. With such qualifications the annual remunera- 
tion on existing rates will be approximately £800 NZ for each 
appointment. 

Applications close with the undersigned at 9 a.m. on Monday, 
9th May, 1955. Special forms of rp ean and any further 
information required may be obtained on request. It is expected 
that applications will be received from present members of the 
Board’s part-time staff. ALEX. PRENTICE, Secretary. 
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NEW ZEALAND. THAMES HOSPITAL BOARD. Appli- 
cations are invited from registered medical practitioners for the 
full-time —— of ASSISTANT MEDICAL SUPER- 

ENDENT, Thames Hospital. It is desirable that main 
interests of the appointee should lie in medicine and anesthetics. 
Salary in accordance with Hospital Employment Regulations 
as either Senior Registrar €NZSS87 12s.-£NZ1002 12s., plus 
board and lodging if single and furnished residence if married $ 
or Junior Specialist £NZ1371 7s.-€NZ1671 7s., with residence 
available and heat and light and furniture at a deduction of 
£178 10s. Duties to commence Ist July, 1955. Conditions of 
appointment and form of application may be obtained from the 
Office of the High Commissioner for New Zealand, 415, Strand, 
London, W.C.2, England, or the undersigned. 

Applications addressed to the Secretary, P.O. Box 53, Thames, 
should be posted air-mail and close on Monday, 2nd May, 1955. 

F. HOPKINSON, Secretary, Thames Hospital Board. 

Thames, New Zealand. 

NORTHERN (!IRELAND HOSPITALS AUTHORITY. 
Applications are invited for the whole-time post of SECOND 
CONSULTANT PSYCHIATRIST to the Special Care Service 
(under the Mental Health Act (Northern Ireland), 1948) for 
persons suffering from arrested or incomplete development 
of mind. The terms, conditions of service, and remuneration will 
be in accordance with the Authority’s application of the Spens 
report to Northern Ireland. 

Applications to be made on a form obtainable (with further 
particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44-46, Queen-street, Belfast, and to be returned 
not later than 18th April, 1955. 
NORTHERN IRELAND HOSPITALS AUTHORITY. 
Applications are invited for the undernoted LOCUM TENENS 
posts in hospitals in Northern Ireland. 
Obstetrics and Gynecology (2 posts). 

(i) Ist May—4th September, 1955. 

(ii) 2nd July—31st August, 1955. 
Anesthetics (2 posts). 

(i) 13th June—2ist September, 1955. 

(ii) Ist July—3lst August, 1955. 
Radiology (1 post). 

Ist June—30th September, 1955. 
General Medicine (2 posts). 

(i) 24th April-30th September, 19. 

(ii) 24th June—30th September, 1955. 

Remuneration will be at the rate of 314 guineas per week. 

Applications to be made on a form obtainable (with further 

particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44-46, Queen-street, Belfast, and to be returned as 
soon as possible. 
PERSIAN GULF. DOHA HOSPITAL, Qatar State, 
PERSIAN GULF. Applications are invited for the post of AN A¢S- 
THETIST to this 100-bed air-conditioned State Hospital. 
Qualifications D.A. or F.F.A.R.C.S. essential. Besides anzs- 
thetics some medical work pon Hospital. Ability to speak 
Arabic or Persian an asset. Salary, Indian Rupees 2700 per 
month with annual increment of Rs.100 per month to Rs.3200 
per month (approximately equivalent to £2412—£90 p.a.—£2865 
p.a.). No income-tax, but high cost of living. Free fully 
furnished accommodation, fuel, light and water. Car allowance 
to cover purchase and running costs of car used on official duties. 
Agreement 5 years with annual leave 2 months. Free passages 
for doctor, wife and 3 children. Climate Qatar pleasant 7 months, 
hot and sticky 5 months, this disadvantage offset by air condi- 
tioning and annual leave. 

Applications, giving details of training, qualifications, experi- 
ence, age, nationality, marital status, 3 copies of testimonials 
and photograph, should be sent by air-mail to State Medical 
Officer, Doha, Qatar State, Persian Gulf. 


Hospital Services : Junior Appointments 


CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
SENIOR HOUSE OFFICER (Anesthetist). Whole-time, 
resident, for 6 months, renewable. Previous experience in 
anesthesia essential. The Hospital is recognised for the D.A. 
and F.F.A.R.C.S. 

Applications, with copies of 2 tostinpeninis or names of 2 

referees, to Medical Director by 9th April, 1955. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER required in Obstetric and 
Gynecological Department. Post approved for M.R.C.O.G. 
examination. Pre-registration appointment. Appointment for 
6 months from 18th May 

Applications, with 1 copy of 2 testimonials, to Medical Director 

by 9th April, 1955. 
BROMPTON HOSPITAL. 8.W.3. App plications are 
invited for the post of ANASSTHETIC REGISTRAR (full- 
time). The appointment is for 1 year with eligibility for re- 
appointment. 

Applications, stating age, qualifications with dates, nationality, 
and yee Ry held, together with copies of testimonials, by 
14th April, to KENNETH A. F. MILES, House Governor. 
BROMPTON HOSPITAL, S.W.3. Applications invited 
for the following posts :— 

NON-RESIDENT HOUSE PHYSICIAN for which there are 
3 vacancies, for 6 months from Ist June. Duties include work in 
Outpatient Department and wards. Salary £475 or £525 a year, 
according to experience. 

RESIDENT SURGICAL OFFICER (post graded as Senior 
House Officer or Registrar, according to qualifications and 
experience), for which there are 2 vacancies, for 6 months from 
Ist May with eligibility for reappointment. Candidates must 
have held a resideat hospital appointment. 

Applications, stating age, qualifications with dates, nation- 
ality and appointments held, together with copies of testi- 
monials, by | ith April 

















 —_—— A. F. MILEs, House Governer. 
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BROMPTON HOSPITAL, S.W.3. Applications invited 
for post of SURGICAL REGISTRAR (whole-time). The 
appointment is for 1 year with eligibility for reappointment. 
Candidates must hold the Diploma of F.R.C 

Applications, stating age, qualifications with dates, nationality, 
and appointments held, together with copies of testimonials, by 
1tth April. to KENNETH A. F. MILES, House Governor. 


BATTERSEA GENERAL HOSPITAL, S.W.11. House 

PHYSICIAN (residence optional), vacant early May. Not 

pre-registration. 
Apply Hospital 

testimonials. 

EAST END MATERNITY HOSPITAL, 384-398, Com- 

mercial-road, London, E.1. (60 Beds. Posts recognised for 

SENIOR 


M.R.C.O.G.) 
OBSTE TR ICAL OFFICER 
House Officer) required for 1 ye 


RESIDENT 
ar. 

RESIDENT OBSTETRICAL OFFIC ER (House Officer third 

post) required for 6 Seoaiee. 

Posts vacant Ist May, 1955. 

Applications, with copies of testimonials, 

Stepney Group Hospital Management Committee, 
Wapping, E.1. 
Q@UY’S HOSPITAL, 8S.E.1. 
the appointment of REGISTRAR to the 
ment (whole-time). D.M.R. preferred but not essential. 
to commence as soon as possible. 

Forms of application, obtainable from the Superintendent, 
Guy’s Hospital, should be forwarded not later than 12th April, 
195 5. 


HACKNEY HOSPITAL, London, €E.9. 
Beds. ) Applications for the 6 months 
CASUALTY OFFICER AND E.N.T. HOUSE 
(House Officer grade), now vacant, should 
Group oq retary at above address, as soon as possible, 
HH/CHO 

HOSPITAL FOR WOMEN, Soho-square, w.1. (Affiliated 
to the Middlesex pone. ) Applic ations are invited for a full- 
time post of RESIDENT SENIOR GYNAXCOLOGICAL HOUSE 
OFFICER, vacant on Ist July, 1955. Appointment is for 6 
months but the holder can apply for an extension of 6 months. 
Salary in accordance with the terms laid down for medical 
and dental staffs, less a deduction of £125 p.a for residential 
emoluments. The appointment is recognised for the M.R.C.O.G. 
examination. 

Applications, stating age, nationality, qualifications and 
experience, supported by the names and addresses of 2 referees, 
must reach the undersigned not later than Wednesday, 13th 
April. D. C. EMERY, Secretary. 
LAMBETH HOSPITAL, Brook-drive, S.E.11. South 
WEST METROPOLITAN REGIONAL HOSPITAL 


Secretary, enclosing copies of 2 recent 


(Senior 


to the Secretary, 
Raine-street, 


Applications are invited for 
Radiotherapy Depart- 
Duties 


(General—844 
penne of 

¢ SURGEON 
‘reach the 
quoting 





BOARD. Applications 
are invited from registered medical practitioners for the post 
of SURGICAL REGISTRAR vacant in July. The appointment 
is normally for 2 years but is subject to review at the end of 1 
year. Recognised for the F.R.C.S. Duties include general 
surgery with some orthopedic and E.N.T. work. The post is 
resident or non-resident, but if the latter, the person appointed 
will be required to sleep in on nights on duty. Canvassing will 
disqualify but candidates are not precluded from visiting the 
Hospital if they so desire. 

Forms of application from The 
Hospital Management Committee, 
(enclosing stamped addressed envelope). 
returned not later than 22nd April, 1955. 
LONDON CHEST HOSPITAL. Hospitals for Diseases 
OF THE CHEST. 2 vacancies occur Ist June, 1955, for RESIDENT 
HOUSE PHYSICIAN. Appointments for 6 months, 4 in London, 
2 at the Country Branch, near Letchworth, and posts are graded 


Secretary, Lambeth Group 
Renfrew-road, 8.E.1 
Applications to be 


as House Officer. Duties include work in the Outpatient 
Department and Refill Clinic as well as in wards. 
Applications, stating age, qualifications with dates, and 


previous appointments held, with copies of 3 testimonials, should 
reach the undersigned not later than 23rd April. 
THOMAS BRowN, House Governor. 
London Chest Hospital, E.2. 


NORTH —" METROPOLITAN REGIONAL HOS- 
PITAL BOAR 
MEDIC AL, REGISTRAR (resident), Rush Green Hospital, 
Romford. (May include some duties in the Poliomyelitis Unit.) 
fEDIC AL REGISTRAR (resident), St. Leonard’s Hos- 


N.1. 
MTEDIC AL REGISTRAR 
sleeping in on duty nights), St. Andrew’s Hospital, 

REGISTRAR in Obstetrics and Gynecology (resident), 
St. John’s Hospital, Chelmsford. Recognised for D.Obst. 
R.C.0.G. and M.R.C.O.G. Preference given to candidates 
working for Membership. 

REGISTRAR in Obstetrics and Gynecology 
Bethual Green Hospital, E.2. 

CASUALTY REGISTRAR (resident), General Hospital, 
Southend-on-Sea. Essex. Recognised for F.R.C.S. Posi offers 
opportunities for work in Fracture Clinic in association with 
work of Orthopedic Department. 

SURGICAL REGISTRAR (resident or non- -resident ), Bethnal 
Green Hospital, E.2. Recognised for F.R.C. 





pi 
non-resident— but 


Bow, E.3. 


(resident or 


(resident ), 


SURGICAL REGISTRAR (resident), opine Hospital, E.14. 
tecognised for F.R.C.S. 
SURGICAL REGISTRAR (resident or non-resident), Hay- 


meads Hospital, Bishop’s Stortford, Herts. 

REGISTRAR in General and Orthopedic Surgery (resident), 
Tilbury and Riverside General Hospital, Tilbury, Essex. Recog- 
nised for F.R.C.S. 

Appointme’ nts subject to review after 1 y 

Separate applications in duplicate, with *% en of 2 recent 
testimonials, to Secretary, 11a, Portland-place, W.1, by 16th 
April, 1955. 





MIDDLESEX HOSPITAL, W.1. Applications invited for 
post of REGISTRAR in the Department of Radiotherapy. 

Forms of application obtainable from the Deputy Super- 
intendent, should be submitted, naming 2 referees, by 16th April. 
MIDDLESEX HOSPITAL, W.1. Applications invited for 
the post of REGISTRAR in the Department of X-ray Diagnosis. 

Rules and application forms obtainable from the Deputy 
Superintendent to whom applications, naming 2 referees, should 
be submitted by 16th April. 
MILE END HOSPITAL, Bancroft-road, E.1. (475 Beds.) 
HOUSE PHYSICIAN (pre- or post- -registration ) required for 
duty on 3rd May, 1955. 

Application forms, obtainable from the Physician-Superin- 

tendent, to be returned by 8th April, 1955, with copies of not 
more than 3 testimonials. 
NATIONAL HEART HOSPITAL, Westmoreland-street, 
W.1 (with which is associated the Institute of Cardiology), 
The Board of Governors invites applications to fill 2 vacancies 
in the post of REGISTRAR as from Ist June, 1955. Applicants 
should have been fully trained in general medicine and should 
possess a higher medical qualification. Opportunities for research 
are available. 

Applications, with copies of 3 recent testimonials, should be 
sent to me not later than Saturday, 16th April, 1955. 

Rospert G. E. WHITNEY, Secretary to the Board. 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of ASSISTANT REGISTRAR (whole- 
time) to the Outpatients’ Department at The National Hospital, 
Queen-square, W.C.1. This post carries the grade of Senior 
Registrar. The appointment will be for 1 year in the first instance. 

Applications, giving the names of 3 referees, to be sent to the 
undersigned not later than 16th April, 1955. 

H. Ewart MITCHELL, Secretary to the Board of Governors. 

The National Hospitais for Nervous Diseases, 

Queen-square, W.C.1. 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of HOUSE SURGEON at The National 
Hospital, Queen-square, W.C.1. This post carries the grade of 
Registrar. ‘ 

Applications, giving the names of 3 setroeee, to be sent to 
the undersigned not later than 23rd April, 5. 

H. Ewart MITCHELL, Secretary to the isoard of Governors. 

The National Hospital, Queen square, W.( 

NORTH MIDDLESEX HOSPITAL, Wie. “and EDMON- 
TON CHEST CLINIC. Locum SENIOR HOU SE OFFIC ER (tuber- 
culosis), resident, required, from 16th April for indefinite period. 
Duties at above Hospital and Clinic, under the direction of 
Chest Physician and Thoracic Surgeon. Further details on 
request. 

Applications, stating age, nationality, qualifications, experi- 
ence, together with copies of recent testimonials and/or names 
of 2 referees, to Secretary of Hospital, immediately. 

PRINCE OF WALES’S GENERAL HOSPITAL, N.15. 
(219 Beds.) Applications are invited from_registered medical 
practitioners for the post of SENIOR HOUSE OFFICER 
RESIDENT SENIOR CASUALTY OFFICER, for a period 
of 6 months, vacant 4th June, 1955. 

Application form from Secretary, 
Management Committee, The Green, 
23rd April, 1955, ; STE Dea Ls" 
PRINCE OF WALES’S GENERAL HOSPITAL, N.15. 
(219 Beds.) Applications are invited from registered medical 
practitioners for the post of SENIOR HOUSE OFFICER 
RESIDENT SENIOR HOUSE SURGEON, for a period of 
6 months, vacant 14th May, 1955. 

Application form from Secretary, Tottenham Group Hospital 
Management Committee, The Green, N.15, to be returned by 
23rd April, 1955 
PRINCE OF WALES’ S GENERAL HOSPITAL, N.15. 
(219 Beds.) Applications are invited from registered medical 
practitioners for the post of RESIDENT GYNACOLOGIC AL 
HOUSE SURGEON (third post), for a period of 6 months, 
vacant 2nd June, 1955. 

Applicatitn form from Secretary, 
Management Committee, The Green, N.15, to be 


23rd April, 1955 ya Wey od ere ee - vi 
PRINCE OF WALES’S GENERAL HOSPITAL, N.15. 
(219 Beds.) Applications are invited from aye alified medical 
practitioners for appointment as RESIDENT JUNIOR HOUSE 
SURGEON for Casualty (pre-registration first or second post) 
for a period of 6 months, vacant from 7th May, 1955. 
Application form from the Secretary, ottenham Group 
Hospital Management Committee (Group 4), The Green, N.15, 
to be returned by 23rd April, 1955. 
N.15. 














Tottenham Group Hospital 
N.15, to be returned by 


Tottenham Group Hos ~ s— 
return 





PRINCE OF WALES'S GENERAL HOSPITAL, Wi 
(219 Beds.) Applications are invited from qualified medical 
yractitioners for appointment as RESIDENT JUNIOR HOUSE 
2HYSICIAN (pre-registration, first or second post) for a period 
of 6 months, vacant 7th June, 1955. 
soe ation form from the Secretary, Tottenham Group 
Hospital Management Co. (Group 4), The Green, N.15, 
to be returned by 23rd April, 
PUTNEY HOSPITAL, cover cmenea, 8.W.15. Casualty 
OFFICER AND E.N.T. HOUSE SU RGEON (non-resident, 
ome House Officer grade) vacant 25th April. Recognised for 


FE 

ia | quslotas copies of 3 recent testimonials, to 
Hospital Secretary by 6th April. 
PUTNEY HOSPITAL, Lower Common, 8.W.15. Casualty 
OFFICER AND FRACTURE HOUSE SURGEON (non- 
resident, Senior House Officer grade), vacant 3rd May. Recog- 
nised for F.R.C.S. 

Applications, enclosing copies of 3 recent testimonials, to 
Hospital Secretary by 6th April. 
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QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, London, E.15. HOUSE PHYSICIAN (Male or 
Female ; third post), for 6 months commencing 6th May, 1955. 

Applications, with copies of recent testimonials, to Group 

Secretary, W rt Ham Group Hospital Management Committee, 
Stratford, E.15, by 16th April, 1955. 
QUEEN ELIZABETH HOSPITAL FOR CHILDREN 
MANAGEMENT COMMITTEE, Hackney-road, E.2, Shadwell, E.1, 
and BANSTEAD WOOD, SURREY. Applications are invited for the 
appointment of RESIDENT MEDICAL OFFICER (Male or 
Female) graded Senior House Officer, at Shadwell, E.1, to 
become vacant Ist June, 1955. Candidates must have had 
experience in the treatment of sick children. The appointment 
will be for 1 year. 

Application forms may be obtained from the Secretary at 

Hackney-road, and should be returned, with copies of not more 
than 3 testimonials, not later than 7th April, 1955. 
QUEEN ELIZABETH HOSPITAL FOR CHILDREN 
MANAGEMENT COMMITTEE, Hackney -road, E.2, Shadwell, E.1, 
and BANSTEAD WOOD, SURREY. HOUSE OFFICERS (2). 
Appointments will be made for 2 consecutive periods of 6 months 
commencing Ist June, 1955. First period as House Physician 
and second as House Surgeon and Casualty Officer. 

Application forms may be obtained from the Secretary at 

Hackney-road and should be returned with copies of not more 
than 3 testimonials on or before 12th April, 1955. 
ROYAL FREE HOSPITAL, London, W.C.1. Applications 
from registered medical practitioners (Men or Women) are 
invited for the post of Whole-time NON-RESIDENT SENIOR 
REGISTRAR in Clinical Pathology. Appointment for 1 year in 
the first instance, from Ist September, 1955. Experience in 
clinical pathology and in addition, special training in bacteriology 
is essential. 

Applications should be sent to the Secretary to the Board of 

Governors at the above address, not later than Monday, 2nd May, 
1955. 
ROYAL FREE HOSPITAL, London, W.C.1. Applications 
are invited for the post of REGISTRAR to the Anesthetic 
Department, vacant on Ist May. The post is resident and is for 
1 year in the first instance. Salary in accordance with the scale 
laid down by the Ministry of Health for Registrars. 

Application forms may be obtained from the Secretary to 

the Board of Governors, Royal Free Hospital, Gray’s Inn-road, 
W.C.1, to whom they should be returned not later than 12th 
April, 1955. 
ROYAL FREE HOSPITAL, London, W.C.1. Applications 
from registered medical practitioners (Men or Women) are 
invited for the post of Whole-time NON-RESIDENT REGIS- 
TRAR in Clinical Pathology. Appointment for 1 year in the 
first instance, from Ist September, 1955. Some experience in 
clinical pathology is essential. 

Applications should be sent to the Secretary to the Board of 
Governors at the above address, not later than Monday, 2nd May, 
1955. 

ROYAL MARSDEN HOSPITAL, Fulham-road, London, 
S.W.3. Applications are invited from registered medical practi- 
tioners for the 2 posts of HOUSE SURGEON (resident). Salary 
£525 p.a. The posts are tenable for 6 months from 18th May. 

Forms of application are obtainable from the House Governor, 
to whom applications, together with copies of 3 recent testi- 
monials, should be sent not later than Monday, 11th April. 
ROYAL NATIONAL ORTHOPADIC HOSPITAL, 
BROCKLEY HILL, STANMORE, MIDDLESEX. Applications are 
invited for the posts of RESIDENT SENIOR HOUSE 
OFFICERS (2 vacancies), for a period of 6 months. 1 to com- 
mence duties on 16th June and 1 on 9th July. 

Applications to be received by 9th April. Forms of applica- 
tion can be obtained from the House Governor at 234, Great 
Portland-street, London, W.1 
ROYAL NATIONAL ORTHOPADIC HOSPITAL, 
234, Great Portland-street, London, W.1. Applications are 
invited for the appointment of RESIDENT SENIOR HOUSE 
OFFICER for a period of 6 months ; duties to commence 
9th June, 1955. 

Applications to be received not later than 9th April, 1955. 
Forms of application can be obtained from the House Governor 
at 234, Great Portland-street, London, W.1. 

ROVAL NATIONAL ORTHOPADIC HOSPITAL, 

234, Great Portland-street, London, W.1. Applications are 
invited for the appointment of CLINICAL ASSISTANT (whole- 
time). The post is graded as Senior House Officer status and 
will include assisting in outpatient and inpatient work. The 
work is that of a Junior Registrar and provides wide experience 
in orthopedics. The appointment to commence Ist July. 

Applications to be received by 9th April. Forms of applica- 
tion can be obtained from the House Governor, 234, Great 
Portland-street, London, W 
ROYAL NORTHERN HOSPITAL, Holloway, London, 
N.7. Applications are invited for the post of SENIOR HOUSE 
OFFICER (obstetrics and gynecology) vacant at end of April, 
1955. 

Applications to be sent to the Hospital Secretary by 13th 
April, 1955. 

ROYAL NORTHERN HOSPITAL, Holloway, London, 
N.7. Applications are invited for the post of HOUSE PHYSI- 
CIAN, vacant 4th May, 1955. 

Applications, with copies of 2 testimonials, to be sent to the 
Hospital Secretary by 9th Roy 1955. 
ST. GEORGE-IN-THE-EAST HOSPITAL, Raine-street, 
Wapping, E.1. Applications are invited for the post of HOUSE 
PHYSICIAN (pre- or post-registration). Post vacant 8th April, 
1955. Tenable for 6 months. Salary, &c., in accordance with 
national scale. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, to be 
sent to the Medical Superintendent, 
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SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Orthopedic Surgery to fill a 
vacancy in the approved trainee establishment at the Lewisham 
Group of hospitals. The appointment will be in accordance 
with the terms and conditions of service of hospital medical and 
dental staffs (England and Wales), and will be for 1 year in the 
first instance. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South Fast Metropolitan Regional Hospital Board, 
11, Portland-place, London, W.1, not later than 16th April, 1955. 
ST. BARTHOLOMEW’S HOSPITAL, E.C.1. Applications 
are invited for the post of SENIOR REGISTRAR in Children’s 
Diseases, tenable at St. Bartholomew’s Hospital for a period of 
1 years, subject to annual re-election. 

Applications, together with the names of 3 referees, should be 
submitted to the undersigned within 14 days of the appearance 
of this advertisement. 

Cc. C, Carcus-WiLson, Clerk to the Governors. 

St. Bartholomew’s Hospital, London, E.C.1. J 
ST. MARY’S HOSPITAL, Paddington, W.2. Applications 
are invited for the post of Part-time REGISTRAR to the 
Psychiatric Department (5 notional half-days). Previous 
experience in psychiatry is necessary ; preference will be given 
to candidates holding the D.P.M. The appointment will be for 
a first period of 12 months, as from Ist June, 1955 ; remunera- 
tion at Registrar rates. 

Applications, stating nationality, date of birth, permanent 
address, qualifications, dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
PowpitTcn, House Governor, not later than 14th April, 1955. 
ST. MARY’S HOSPITAL, W.2. Applications are invited 
for the post of NON-RESIDENT CASUALTY SURGICAL 
OFFICER, graded Registrar; the F.R.C.S. qualification is 
desirable. The appointment is for a first period of 12 months, 
as from Ist June, 1955, the holder normally being eligible 
for re-election. The successful candidate will be required to work 
half-time in the Casualty Department and half-time on the 
Orthopeedic Firm. 

Applications, stating nationality, date of birth, permanent 
address. qualifications, with dates, details, and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
Powpitcu, House Governor, not later than 14th April, 1955. 
ST. PETER’S AND ST. PAUL’S HOSPITALS. Vacancies 
exist for Honorary CLINICAL ASSISTANTS on Monday, 
Tuesday, Wednesday, and Thursday afternoon Outpatient 
Clinics. 

Apply : House Governor, Henrietta-street, W.C.2. 

THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There is a vacancy for a Whole-time 
ASSISTANT MEDICAL REGISTRAR (Registrar grade). 

Further particulars and form of application, which must be 
returned not later than Monday, llth April, 1955, may be 
obtained from the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 


THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be vacancies for the following 
Senior House Officers on 15th July, 1955 : 

2 HOUSE PHYSICIANS. 

2 HOUSE SURGEONS 

Further particulars and form of application, which must be 
returned not later than 2nd May, 1955, are obtainable from 
the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 
THE HOSPITAL t SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy on 15th July, 
1955, for a JU NiOR RESIDENT ANASTHETIST (Senior 
House Officer). 

Full particulars, with form of application, which must be 
returned not later than Monday, 2nd May, 1955, may be obtained 
from the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 
WEST END HOSPITAL FOR NEUROLOGY AND 
NEUROSURGERY, 91, Dean-street, W.1. Applications are invited 
for the resident post of SENIOR HOUSE PHYSICIAN (Senior 
House Officer), organic neurology, commencing Ist May, 1955. 

Applications, stating age, qualifications, experience, together 
with names and addresses of 2 referees, to be forwarded to 
Hospital Secretary by 12th April, 1955. 

WEST LONDON HOSPITAL, Hammersmith-road, W.6. 
HOUSE SURGEON (general and gynecological) required Ist 
June. Pre-registration candidates considered. 

Applications, stating age, qualifications, experience, copies of 
2 recent testimonials, to Secretary by 14th April. 
WESTMINSTER HOSPITAL, St. John’ s-gardens, s.W.1. 
Applications invited for post of Locum Tenens RESIDENT 
MEDICAL OFFICER (Female) at Parkwood Auxiliary Hospital 
and Convalescent Home, Swanley, Kent, for 1 year in first 
instance and renewable. Post vacant now, graded as Junior 
Hospital Medical Officer, and includes duties in outpatient 
clinics at Westminster Hospital. A deduction of £195 p.a. will 
be made from salary for board-residence. 

Applications (4 copies), with names of 2 referees, to House 

Governor by 12th April. 
WILLESDEN GENERAL HOSPITAL, N.W.10. Clinical 
ASSISTANT to Medical Outpatients required at the above 
Hospital. 2 sessions per week—Tuesday and Friday mornings. 
Annual appointment ; present holder is applying. General 
practitioner grade. 

Applications, stating full particulars and 2 testimonials, 
to the Secretary, Central Middlesex Group Hospital Manage- 
ment Committee, Acton-lane, N.W.10, by 12th April, 1955. 
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WHIPPS CROSS HOSPITAL, London, E.11. Leytonstone 
(NO. 10) HOSPITAL GROUP. Applications are invited for the post 
ef HOUSE SURGEON (pre-registration) in the Orthopedic 
Department of above Hospital. 

Application forms from the Hospital Secretary, to be returned 

by 14th April, 1955. 
ALTON GENERAL HOSPITAL. (121 Beds.) Winchester 
GROUP OF HOSPITALS. HOUSE SURGEON (Senior House 
Officer grade) required to assist in steadily expanding surgical 
work including casualty at this Hospital which is being 
developed. Post vacant 14th May. 

Applications, with copies of 2 testimonials, to be sent to 

the Group Secretary, Royal Hampshire County Hospital, 
Winchester. 
ASCOT. HEATHERWOOD ORTHOPADIC HOSPITAL. 
(212 Beds.) NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. SENIOR REGISTRAR in Orthopedics (whole-time), 
temporary post for 1 year. Hospital is a regional centre for all 
general orthopedic conditions, and may be visited by direct 
appointment. 

Application forms obtainable from, and returnable to, Group 

Secretary, Windsor Group Hospital Management Committee, 
Alma-road, Windsor, by 12th April. 
BEDFORD GENERAL HOSPITAL. (437 Beds.) Locum 
RESIDENT CASUALTY OFFICER (Registrar grade) required 
Ist May, pending permanent appointment. Salary £17 10s. 
per week 

Applications, stating age, nationality, qualifications, previous 

appointments, together with copies of 2 recent testimonials, 
should be forwarded to Group Secretary, Bedford Group Hos- 
pital Management Committee, 3, Kimbolton-road, Bedford, by 
not later than 7th April. 
BIRMINGHAM AND MIDLAND EAR AND THROAT 
HOSPITAL, Edmund-street, BIRMINGHAM, 3. Required, SENIOR 
HOUSE OFFICER or HOUSE OFFICER (including pre- 
registration), according to experience. 

Detailed applications, with copies of 2 recent testimonials, to 
the Secretary, Dudley Road Hospital, Birmingham, 18. 
BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. 
HOUSE SURGEON (pre-registration) required Ist May, 1955. 
Recognised for F.R.C.S. 1 of 3 surgical units of approximately 
85 general beds under 2 Consultant Surgeons. 

Applications, with copies of 2 recent testimonials, to Secretary. 
BIRMINGHAM EYE HOSPITAL, Birmingham, 3. 
OPHTHALMOLOGIST (Registrar), Research Department to 
assist in experimental physiology and clinical research. Oppor- 
tunity to work for higher degree. 

Application forms from Secretary, Dudley Road Hospital, 
Birmingham, 18, to be returned before 18th April, 1955. 
Candidates may visit Hospital. 

BIRMINGHAM (SAKATORIA) GROUP HOSPITAL 
MANAGEMENT COMMITTEE. YARDLEY GREEN HOSPITAL. THORACIC 
SURGICAL UNIT. Applications are invited for the post of SENIOR 
HOUSE OFFICER or HOUSE OFFICER according to experi- 
ence. The appointment will give broad opportunities for experi- 
ence in both tuberculous and non-tuberculous thoracic surgery. 

Applications, stating age, qualifications, training, and experi- 
ence, together with copies of 3 recent testimonials, should be 
addressed to the Group Secretary, Yardley Green Hospital, 
Birmingham, 9. 

BIRMINGHAM. SOLIHULL HOSPITAL, Lode-lane, 
SOLIHULL. HOUSE SURGEON (pre-registration) obstetrics. 
General Hospital. 5 other resident medical staff. 
Apply Medical Superintendent. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE BIRMINGHAM AND MIDLAND HOSPITALS FOR WOMEN 
(Incorporating the Hospital for Women and the Birmingham 
Maternity Hospital), Showell Green-lane, SPARKHILL, BIRM- 
INGHAM, ll. A pplications are invited for the post of RESI- 
DENT OBSTETRICAL AND GYNAZCOLOGICAL REGIS- 
TRAR vacant Ist July, 1955. The successful candidate will be 
required to alternate duty at the Hospital for Women and the 
Maternity Hospital, for specified periods. The post is recognised 
for the M.R.C.O.G., and applicants should have held House 
appointments and at least 1 obstetrical and gyneecological post. 

Forms of application may be obtained from, and should be 
returned not later than 18th April, 1955, to, the House Governor 
at the above address. G. A. PHALP, Secretary. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN’S HOSPITAL, Ladywood-road, BIRM- 
INGHAM, 16. Applications are invited for the appointment of 
RESIDENT SENIOR HOUSE OFFICER (clinical pathology), 
vacant on Ist May, 1955, for 1 year. Applicants should have 
held resident appointments in a children’s hospital or a children’s 
department of a general hospital. The successful candidate will 
be required to work in the Clinical Pathological Department. 

Forms of application may be obtained from the House 
Governor and should be returned by 15th April, 1955. 

G. A. PHALP, Secretary to the Board of Governors. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN'S HOSPITAL, Ladywood-road, BIRMING- 
HAM, 16. Applications are invited for the post of ASSISTANT 
RESIDENT MEDICAL OFFICER (Senior House Officer), 
vacant 15th August, 1955, for 1 year. Main duty to take charge 
of Infants Block (66 Cots). Previous hospital experience of 
diseases of infancy is desirable and preference will be given to 
candidates holding the M.R.C.P. 

Forms of application may be obtained from the House 
Governor, and should be returned by 23rd April, 1955. 

_G. A. PHALP, Secretary to the Board cf Governors. 
BISHOP AUCKLAND GENERAL HOSPITAL. (350 
Beds.) SOUTH WEST DURHAM HOSPITAL MANAGEMENT COMMITTEE. 
RESIDENT AN ESTHE TIST (Senior House Officer) required. 

Apply, naming 2 referees, to— 

K.G L UXFORD, Group Secretary/Finance Officer. 

The Gene ral Hospital, Bishop Auckland, co. Durham. 








BISHOP’S STORTFORD AND DISTRICT HOSPITAL, 
Rye-street, BISHOP’S STORTFORD, HERTS. (67 Beds—medical, 
surgical and maternity. Midway between London and Cambridge. 
Main Line Railway from Liverpool Street.) Applications are 
invited from registered medical practitioners for RESIDENT 
HOUSE OFFICER (not pre-registration). Appointment to 
commence 7th May, 1955. 

Applications, stating age, nationality, qualifications and 

experience, with copies of recent testimonials or names of referees, 
should be sent to the Hospital Secretary, Haymeads Hospital, 
Bishop's Stortford, Herts. 
BRADFORD, YORKSHIRE. THE ROYAL EYE AND 
EAR HOSPITAL. (105 Beds.) SENIOR HOUSE OFFICER 
required for E.N.T. Department of 56 Beds. Recognised for 
D.L.O. and F.R.C.S. Salary £745 p.a., less £150 p.a. residential 
emoluments. 

Applications, stating age, nationality, qualifications and 

experience, with copy testimonials, to Secretary, Bradford 
Royal Infirmary. 
BRIGHTON AND LEWES HOSPITAL MANAGEMENT 
COMMITTEE GROUP HOSPITALS. (78 Beds.) SENIOR HOUSE 
OFFICER for duties in the E.N.T. Department of the above 
Group. Recognised for F.R.C.S.and D.L.O. 

Applications, with details of experience, &c., together with the 

names of 2 referees, to the Administrative Officer, Royal Sussex 
County Hospital, Brighton, 7. 
BRIGHTON. NEW SUSSEX HOSPITAL FOR WOMEN, 
Windlesham-road. Locum HOUSE SURGEON (Senior House 
Officer) required for month 23rd May-19th June, inclusive. 
Salary at the rate of £14 10s. per week. 

Applications, with full details, to the Administrative Officer 
as soon as possible. 

BRIGHTON. SUSSEX EYE HOSPITAL, Eastern-road, 
BRIGHTON, 7. (56 Beds.) SENIOR HOUSE SURGEON 
(Senior House Officer) and HOUSE SURGEON (House Officer) 
required mid-April. Posts recognised for F.R.C.S. under 23 (b). 

Applications, stating age, qualifications and experience, 

together with the names of 2 referees, to the Administrative 
Officer. 
BRISTOL CLINICAL AREA. The Board of Governors 
OF THE UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN 
REGIONAL HOSPITAL BOARD. Applications are invited by the 
above Boards from registered medical practitioners for the joint 
appointment of REGISTRAR to the Department of General 
Surgery for the Cossham-Frenchay Hospitals Group, Bristol. 
The appointment will be held for 1 year in the first instance, 
and be renewable for a further year. 

Applications, stating date of birth, qualifications and experi- 
ence, together with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board, 
27, Tyndalls Park-road, Bristol, 8, not later than 1 3th April, 1955. 
BURY AND ROSSENDALE HOSPITAL MANAGE- 
MENT COMMITTEE. BURY GENERAL HOSPITAL. Applications are 
invited for the post of JUNIOR HOSPITAL MEDICAL 
OFFICER in Anesthetics (resident or non-resident). The 
post, which will be limited to a tenure of 4 years in the first 
instance, is based on Bury General Hospital, but will include 
duties at other hospitals in the Group, and provides wide 
experience. The anesthetic staff comprises, in addition, a 
Consultant and a Senior Hospital Medical Officer. 

Apply, stating age, qualifications. experience, and names of 
2 referees, to H. WILKINSON, Group Secretary. 

Bury General Hospital Bury, Lancs. 

CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (276 Beds.) The post of GENERAL SURGICAL AND 
ORTHOPADIC HOUSE SURGEON, which is recognised for 
the F.R.C.8. Diploma, becomes vacant early May, 1955. National 
Health Service salary and conditions. 

Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 
CANTERBURY. KENT AND CANTERBUR HOS- 
PITAL. (276 Beds.) The post of OBSTETRIC HOUSE SUR- 
GEON, which is recognised for the M.R.C.O.G. and D.Obst. 
R.C.0.G., becomes vacant early May, 1955. National Health 
Service salary and conditions. 

Applications, together with 2 recent testimonials, to be 
addressed to the Hospital Secretary at the above Hospital. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (276 Beds.) GYNA2COLOGICAL HOUSE SURGEON 
required at Highland Court Annexe, a unit of 25 a 
beds situated 3 miles from the above Hospital, with all ancillary 
services available. Kecognised for M.R.C.0.G. 6 months 
appointment. Post vacant mid- May, 1955. National Health 
Service salary and conditions. 

Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (276 Beds.) The post of GENERAL SURGICAL AND 
UROLOGICAL HOUSE SURGEON (pre-registration, first, 
second, or third post), which is recognised for the F.R.C.S., 
becomes vacant in early April, 1955. National Health Service 
salary and conditions. 

Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 
CARDIFF ISOLATION HOSPITAL. Cardiff Hospital 
MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER 
(resident) required at above Hospital. 

Apply immediately to Group Secretary, 44, Cathedral-road, 

Cardiff. 
CARDIFF. UNITED CARDIFF HOSPITALS. Appli- 
cations are invited for the post of REGISTRAR in Orthopedics 
at the Cardiff Royal Infirmary. Large Orthopedic and Trau- 
matic Department in charge of 2 Consultant Orthopedic 
Surgeons with undergraduate teaching. 

Application forms obtainable from Secretary, Cardiff Royal 
Infirmary. 
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CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Regis- 
TRAR (radiology) required. Application may be made by 
candidates who are about to sit for the April D.M.R. examination. 
Opportunities for experience in varied specialties. 

Apply, with full particulars and names of 3 referees, to 
Secretary by 15th April. 


CARSHALTON, SURREY. ST. HELIER HOSPITAL. 
(711 Beds.) SENIOR HOUSE OFFICER to the Obstetric 
and Gynecology Department (105 obstetric and 30 gyneco- 
logical beds). Post vacant 24th May. Appointment for 6 months, 
renewable for a further 6 months. Post recognised for both 
obstetrics and gynecology for the M.R.C.O.G. 

Applications, giving age, qualifications and experience, and 
names and addresses of 2 referees, together with recent testi- 
monials, to the Group Secretary, St. Helier Hospital, 
by 16th April. 


CHELMSFORD AND ESSEX HOSPITAL. Applications 
are invited for the resident post of CASUALTY OFFICER 
(Senior House Officer). It is recognised for the F.R.C.S. and 
offers excellent experience in the treatment of fractures and 
diagnosis of acute medical and surgical emergencies. Oppor- 
tunity is given for Casualty Officer to follow up his cases in the 
wards and to obtain operating experience in major theatre under 
the guidance of the Consultants or the Resident Surgical Officer. 
Off duty time is generous and the post is one likely to suit both 
an officer seeking a higher qualification in surgery or one 
intending General Practice. The vacancy will occur on Ist April. 
Salary £745 p.a., with £130 deducted for residential emoluments. 

Apply Secretary, Chelmsford Hospital Management Com- 
mittee, Chelmsford and Essex Hospital, Chelmsford. 


CHELMSFORD AND ESSEX HOSPITAL. (162 Beds.) 
Applications are invited for the post of RESIDENT HOU Sir 
SURGEON (pre-registration post). The post will become 
vacant on 16th April, one offers good surgical experience and is 
recognised for the F.R. 

Applications, Do ony with 2 recent testimonials, to the 

Secretary, Chelmsford Hospital Management Committee, 
London-road, Chelmsford. 
CHERTSEY, SURREY. BOTLEYS PARK HOSPITAL. 
SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
REGISTRAR (psychiatry ). This modern mental deficiency 
hospital of 1550 Beds provides full facilities for patients of all 
grades. Recognised for 12 months of the 2-year qualifying period 
for D.PLM. Opportunity f experience at nearby mental 
hospitals and child guidance clinic. Accommodation available 
for single person. 

Application forms obtainable from the Secretary to the 
Hospital Management Committee. 


CHERTSEY, SURREY. ST. PETER’S HOSPITAL 
(late Botleys Park War Hospital). (404 Beds.) ORTHO- 
PAZDIC HOUSE SURGEON required from 23rd April. Senior 
House Officer or House Officer (Intern) grade. Post recognised 
for F.R.C.S. or for pre-registration internship. Preference will 
be given to provisionally registered candidates. Salary in 
qooustonee with terms and conditions of National Health 
Service. 

Applications, together with names and addresses of referees, 
to be sent to the Physician-Superintendent as soon as possible. 


CHERTSEY. ST. PETER’S HOSPITAL. (404 Beds.) 
ORTHOPEDIC REGISTRAR required. Post recognised for 
F.R.C.S, Hospital may be visited by arrangement with 
Physician-Superintendent (Tel. Ottershaw 441). 

Application forms from Secretary, Woking and Chertsey 

Hospital Management Committee, ** Huntington,’’ Chertsey, 
Surrey. Closing date 12th April. 
CHESTERFIELD ROYAL HOSPITAL. (324 Beds. 
Recognised for the D.A. and F.F.A.R.C.S.) SHEFFIELD REGIONAL 
HOSPITAL BOARD. Whole-time RESIDENT REGISTRAR 
(anresthetics) with additional duties when required at other 
hospitals in the Group. Experience in all types of angesthesia, 
except for neurosurgery, can be obtained in this Group of 
hospitals. Post becomes vacant 14th April. Appointment for 
1 yeer in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by llth April, 1955, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

COLCHESTER HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the following posts : 
Essex County Hospital, Colchester (188 Beds) 
SENIOR HOUSE OFFICER (Casualty and Radiotherapy 
Departments). 

SENIOR HOUSE OFFICER (Casualty and E.N.T. Depart- 

ments). 

Posts tenable for 6 months or 1 year. Recognised for F.R.C.S 

Clacton and District Hospital, Clacton-on-Sea (58 
Beds) 
SENIOR HOUSE OFFICER (Resident Surgical Officer). 
Post tenable for 1 year. 

Applications, with copies of 3 testimonials, to the Group 

Secretary, 14, Pope’s-lane, Colchester, Essex. 
CREWE MEMORIAL HOSPITAL. South Cheshire 
HOSPITAL MANAGEMENT COMMITTEE. Locum AN-ESTHETIST 
required from 12th April for 1 month. Salary according to 
grading. 

Applications and full particulars to Group Secretary, South 

Cheshire Hospital Management Committee, Barony Hospital, 
Nantwich. 
CROYDON. MAYDAY HOSPITAL. (618 Beds.) House 
SURGEON (pre-registration post) for period of 6 months, 
vacant shortly. Post recognised for F.R.C.S. Preference given 
to candidates who have held previous House Officer post. 

Application forms obtainable from GrorRGE A. PAINES, Group 
Secretary, Hospital Management Committee, General Hospital, 
Croydon, to be returned immediately. 
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CHELTENHAM GENERAL AND EYE HOSPITAL. 
data gan HOUSE SURGEON (pre-registration or otherwise > 
required. 

Applications, together with the names of 2 referees, to be 
sent to the Group Secretary, General Hospital, Cheltenham. 
DONCASTER ROYAL INFIRMARY. (330 Beds.) Don- 
CASTER HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the post of RESIDENT ANASSTHETIST in the 
grade of Senior House Officer. 

Applications to the Secretary to the Committee at Doncaster 
Royal Infirmary. 

DORKING GENERAL HOSPITAL, Horsham-road, 
DORKING. SENIOR HOUSE OFFICER (general surgery, 
orthopedics, and E.N.T.), vacant end April, 1955. 

Apply, with 2 testimonials, to the Medical Superintendent. 
DRIFFIELD, YORKSHIRE. NORTHFIELD SANA- 
TORIUM. (78 Beds.) SENIOR HOUSE PHYSICIAN, vacant 
now. Offers experience all branches of tuberculosis within 
Group, including surgery, M.M.R., and clinics. Time for study. 
Ex-patients welcome. £165 for full residence. 

Applications to Group Secretary, Westwood Hospital, 
Beverley, Yorkshire. eI. “A 
DURHAM. COUNTY HOSPITAL. (116 Beds.) House 
SURGEON in Orthopedics and Casualty required. This post 
is recognised for pre-registration pape and is vacant now. 
The County Hospital is the main Orthopedic and Accident 
Hospital in a busy mining and industrial area. Experience can 
be obtained in all branches of orthopedics. 

Applications, with particulars of previous experience, and 

names of 2 referees, to Group Secretary, Dryburn Hospital, 
Durham. 
OURHAM. DRYBURN HOSPITAL. (309 Beds.) Applica- 
tions are invited from fully registered medical practitioners for 
the post of HOUSE OFFICER in General Medicine at Dryburn 
Hospital. Post vacant now. This post will provide good experi- 
ence in the treatment of acute and chronic medical cases 

Applications, with particulars of previous experience and 

names of 2 referees, to Group Secretary, Dryburn Hospital, 
Durham. 
EDGWARE GENERAL HOSPITAL. (715 Beds.) Resident 
SENIOR HOUSE OFFICER in Pathology required at above 
Hospital, vacant Ist May, 1955. Salary £745 p.a. Deduction of 
£130 p.a. for board, lodging, &c. 

Applications, stating age, qualifications and experience, 

together with the names of 2 referees, to Group Secretary, 
Edgware General Hospital, Edgware, Middlesex, by 16th April, 
1955. 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(715 Beds.) RESIDENT SENIOR CASUALTY HOUSE 
OFFICER required at above Hospital. Salary £745 p.a. ; 
deduction of £155 p.a. for board, residence, &c. 

Apply immediately, stating age, nationality, qualifications 

and experience, together with the names of 2 referees, to Group 
Secretary, Edgware General Hospital. 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(715 Beds.) RESIDENT HOUSE PHYSICIAN for Thoracic 
and Dermatological Departments. Duties to include “ taking 
of acute general medical cases.’’ Post vacant 18th May, 1955. 
6 months appointment. 

Applications, stating age, qualifications, experience and 

enclosing copies of up to 3 recent testimonials, to Medical 
Director of Hospital by 16th April, 1955. 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(715 Beds.) 2 RESIDENT HOUSE SURGEONS for above 
Hospital. Posts vacant Ist and 14th May, 1955. 6 months 
appointments. Posts recognised for pre-registration and F.R.C.8- 
purposes, 

Applications, stating age, qualifications, experience and 

enclosing copies of up to 3 recent testimonials, to Medical 
Director of Hospital by 16th April, 1955. 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(715 Beds.) RESIDENT GYN-2COLOGICAL HOUSE SUR- 
GEON for above Hospital. Post vacant 23rd May, 1955. Post 
recognised for M.R.C.O.G. purposes. 

Applications, stating age, qualifications, experience and 
enclosing copies of up to 3 —, Soeteenenenes, to Medical 
Director of Hospital by 16th April. 5. 

GAINSBOROUGH. JOHN SOUPLAND HOSP!" Ly 
yd Beds.) LINCOLN NO. 1 HOSPITAL MANAGEMENT COMMITTE 

Applications are invited for the post of RESIDENT MEDIC AL 
oO ‘FICER at the above Hospital. The Hospital has a number 
of both medical and surgical beds. Salary is in accordance with 
Junior Hospital Medical Officer grade of the terms laid down for 
hospital medical and dental staffs. Married quarters are 
available. 

Applications, giving full particulars, should be forwarded as 
soon as possible to R. W. Howick, Group Secretary. 

County Hospital, Lincoln. 

GLASGOW. ROYAL HOSPITAL. FOR SICK CHILDREN, 
YORKHILL, GLASGOW. Applications are invited for the posts (2) 
of SENIOR HOUSE OFFICER (resident) in Surgical Peedi- 
atrics at the above Hospital. National Health Service salary and 
conditions of service. 

Applications, with names of 3 referees, to be lodged with the 
Secretary, Board of Management for Glasgow and District 
Children’s Hospitals, 86, St. Vincent-street, Glasgow, ©.2, by 
16th April. 
GRIMSBY GENERAL HOSPITAL. Grimsby Hospita! 
MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER for 
casualty duties required 8th April, 1955. Resident post. 

tecognised by Royal College of Surgeons for Final Fellowship 
examination. Hours : 9 A.M.-6 P.M. Monday-Friday ; 9 A.M.- 
12 P.M. Saturday. The Hospital possesses a well-equipped 
medical library. 

Applications, with names and addresses of 2 referees, to the 
Hospital Secretary, Grimsby General Hospital. 
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GRIMSBY GENERAL HOSPITAL. 
MANAGEMENT COMMITTEER. 


Grimsby Hospital 
Applications are invited for the post 


now vacant, of SENIOR HOUSE OFFICER (orthopedic). 
Locum would be considered. 
Applications, with names and addresses of 2 referees, to 


Hospital Secretary, Grimsby General Hospital. 
HALIFAX GENERAL HOSPITAL. (425 Beds.) 
HOSPITAL MEDICAL OFFICER in Anesthetics 
Board-residence available. 

Applications to Group Secretary, Royal Halifax Infirmary, 
Halifax. 
HALIFAX. ST. JOHN’S HOSPITAL. Senior House 
OFFICER in Geriatrics and General Medicine required. Good 
facilities for modern method of treating geriatric cases. 

Applications to the Group Secretary, Royal Halifax Infirmary, 
Halifax. 
HASTINGS. ST. HELEN’S HOSPITAL. (497 Beds.) 
HOUSE SURGEON required. Resident pre-registration post 
vacant now. Male or Female. National scale of salary. 

Apply to Hospital Administrator. 
HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) RESIDENT CASUALTY 
OFFICER (Senior House Officer grade) with attachment to 
Pediatrician and Ophthalmic Consultant. Salary £745 p.a., 
less £130 p.a. residential emoluments. Recognised under F.R.C.S. 
regulations. Appointment to commence Ist May, 1955. 

Apply, with full details and references, to Group Secretary, 
Hertford Hospital Management Committee, County Hospital, 
Hertford, Herts. 
KEREFORD GENERAL HOSPITAL. (154 Beds—71 
surgical.) HOUSE OFFICER (general surgery). Post vacant 
Ist May. Hospital recognised by Royal College of Surgeons. 

Applications, with copies of 2 recent testimonials, to the 
Secretary, Hospital Management Committee, Victoria House, 
Eign-street, Hereford. 
HITCHIN, HERTFORDSHIRE. NORTH HERTS HOS- 
PITAL. Applications are invited for the post of SENIOR HOUSE 
OFFICER in Obstetrics and Gynecology (42 obstetric beds and 
20 gynecological beds). The appointment is for 1 year from 
Ist May, 1955, and is recognised for the D.Obst.R.C.O.G. 
some experience in obstetrics is an advantage but not essential. 

Applications, stating age, qualifications and experience, 
together with copies of 3 recent testimonials, to be sent to the 


Junior 
required. 


Medical Administrator, Hitchin Hospitals, Lister Hospital, 
Hitchin, Herts, as soon as possible. md 
HITCHIN HOSPITALS, Hitchin, Hertfordshire. Appli- 
eations are invited for the post of RESIDENT HOUSE 


SURGEON at the North Herts Hospital, vacant 26th April, 1955. 
Recognised for F.R.C.s. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, to be 
sent to the Medical Administrator, Lister Hospital, Hitchin, Herts. 
HOVE, SUSSEX. THE LADY CHICHESTER HOSPITAL, 
New Church-road. (70 Beds.) Applications invited for post of 
JUNIOR HOSPITAL MEDICAL OFFICER at above Hospital, 
a Neurosis Centre for men, women and children with Outpatients 
Department. The post is resident and accommodation is only 
available for a single person. Salary £775 p.a. rising by annual 
increments to £1075 p.a., less a charge of £150 p.a. for board- 
residence. Conditions of service in accordance with national 
recommendations. 

Applications, stating nationality. age. sex, qualifications and 

experience, together with the names of 3 referees, to the Secre- 
tary, Hospital Management Committee, St. Francis Hospital, 
Haywards Heath, Sussex. 
HUNTINGDON COUNTY HOSPITAL. Applications are 
invited for the post of HOUSE OFFICER (medical) at this 
Hospital which is approved by the licensing authority for 
Pre-registration Service. The selected candidate will be required 
to look after medical and pediatric cases and may be called 
upon to give emergency anesthetics. Post vacant towards the 
end of April. 

Apply, with full particulars, and names of 2 referees, to Group 
Secretary, Hospital Management Committee Offices, Newmarket 
General Hospital, Newmarket, Suffolk. 
HUNTINGDON COUNTY HOSPITAL. Applications are 
invited for the post of HOUSE OFFICER (surgical) at this 
Hospital, which is approved by the licensing authority for 
Pre-registration Service. Post vacant towards the end of April. 

Applications, giving full particulars, and names of 2 referees, 
to the Group Secretary, Hospital Management Committee 
Offices, Newmarket General Hospital, Newmarket, Suffolk. 
ILFORD, ESSEX. KING GEORGE HOSPITAL. There 
will be a vacancy for a HOUSE PHYSICIAN (pre-registration 
second post) at the above Hospital on 5th May, 1955. The post 
will be tenable for 6 months. 

Applications, giving full particulars and accompanied by 
testimonials, should be sent to the undersigned within 7 days 
of the appearance of this advertisement. 

H. F. HARRIS, Secretarv, 

Ilford and Barking Group Hospital Management Committee. 
King George Hospital, Ilford. : ‘ 
(PSWICH BOROUGH GENERAL HOSPITAL, 
road, IPSWICH. (270 Beds.) Applications are invited for the 
ost of SENIOR HOUSE OFFICER (Fracture and Orthopedic 
Departenent). The post, which is now vacant is normally of 1 
years duration. It is recognised as part of the necessary surgical 

experience for the Final F.R.C.S. 

Applications, stating age, qualifications and experience, 
together with recent testimonials to the Hospital Secretary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOS- 
PITAL. (360 Beds.) Applications are invited for the post of 
HOUSE SURGEON to the Fracture and Orthopedic Depart- 
ment. Approved pre-registration post. 

Applications, with copies of recent 
Hospital Secretary. 








Heath- 


testimonials, to the 





IPSWICH. EAST SUFFOLK AND IPSWICH HOS- 
PITAL. (356 Beds.) Applications are invited for the post of 
SENIOR HOUSE SURGEON to the Fracture and Orthopedic 
Department. The post is graded Senior House Officer and is 
recognised for the F.R.C.S. examinations. The Department has 
2 Consultants, about 60 beds, and a large outpatient attendance ; 
it offers wide experience. 

Applications, stating age, nationality, and experience, together 
with copies of recent testimonials, to Hospital Secretary. 
LEEDS, 2. PUBLIC DISPENSARY AND HOSPITAL. 
LEEDS A GROUP HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the appoint- 
ment of CASUALTY OFFICER (Senior House Officer) at the 
above Hospital. The appointment will be for a period of 1 year. 
Salary in accordance with the agreed terms and conditions of 
service of hospital medical and dental staffs, with an appropriate 
deduction in respect of board, lodging &c. 

Applications, stating age, qualifications, experience, &c., 
together with the names of 2 referees, to be forwarded to the 
undersigned as soon as possible. 

J. FOLKARD, Secretary to the Committee. 

Administrative Offices, St. James’s Hospital, Leeds, 9. 
LEEDS, 9. ST. JAMES’S HOSPITAL. Leeds A Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
from registered medical practitioners (Male and Female) for 
the appointment of SENIOR HOUSE OFFICER (orthopeedies). 
The appointment, which is recognised by the Royal College of 
Surgeons for Fellowship, will be for a period of 1 year and the 
salary will be in accordance with the agreed terms and conditions 
of service of hospital medical and dental staffs—namely, £745 
p.a. with an appropriate deduction in respect of board, lodgings 
and other services provided. 

Applications, stating age, qualifications, experience, &c., 
together with the names of 2 referees, to be forwarded to the 
undersigned as soon as possible. 

J. FOLKARD, Secretary to the Committee. 

__ Administrative Offices, St. James’s Hospital, Leeds, 9. _ 
LEEDS. THE UNITED LEEDS HOSPITALS. The 
GENERAL INFIRMARY AT LEEDS. SENIOR HOUSE OFFICER 
in ‘Neurosurgery required for a period of 6 months from Ist May, 
1955. The appointment will be renewable for a further period of 
6 months. Terms and conditions of service for hospital medica) 
staff apply. 

Applications, giving details of age, qualifications, posts held 
with dates, and with 3 names for reference, should be sent to the 
Secretary to the Board as soon as possible. 


LEEDS. THE UNITED LEEDS HOSPITALS. The 
GENERAL INFIRMARY AT LEEDS. NEUROLOGICAL HOUSE 
SURGEON (pre-registration) required for 6 months from 
Ist May, 1955. Whitley Council conditions of service apply. 

Applications, giving details of age, qualifications and experi- 

ence, if any, with 2 names for reference, should be sent to the 
Secretary to the Board as soon as possible. 
LEEDS. THE UNITED LEEDS HOSPITALS. The 
GENERAL INFIRMARY AT LEEDS. REGISTRAR in Neurosurgery 
required. The main duties of the post are centred at the General 
Infirmary at Leeds but will include sessions at Regional Hospitals. 
Whitley Council salary scale applies. 

Applications, stating age, qualifications, experience with dates, 
and 3 names for reference, should be sent to the Sub-Dean, 
School of Medicine, Leeds, 2, as soon as possible. Lis Ds : 
LEEDS REGIONAL HOSPITAL BOARD. Short-term 
LOCUM TENENS appointments in the Registrar grade are 
constantly avVailable at hospitals in the area of the Board, 
particularly in the specialties of ansesthetics, general medicine, 
general and orthopedic surgery, and psychiatry. 

Interested practitioners, suitably experienced, should com- 
municate with the Secretary, Joint Registrars Committee, 
Park-parade, Hurrogate. 


LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the following REGISTRAR posts :— 
Chest Diseases 

Scotton Banks Sanatoriumt, Knaresborough (resident), 306 
Beds. Visiting staff includes Teaching Hospital Consultants. 
Geriatrics 

Bradford A and B Groups. Work primarily with Consultant 
Geriatrician in Admission Unit at St. Luke’s Hospital, with 
additional duties at Thornton View Hospital. Offers excellent 
experience of an area geriatric service. Aggregate of 728 Beds. 
General Surgery A 

(a) York A and Tadcaster Group (resident or non-resident) 
for duties mainly at York County and City Hospitals, Aggregate 
of 150 general surgical and 50 orthopedic surgery beds. Duties 
approximately divided between general and orthopeedic surgery. 

(b) Halifax General Hospital (50 surgical beds) and Halifax 
Royal Infirmary (60 orthopedic beds). Duties approximately 
divided between general and orthopedic surgery (preferably 
resident). 

Psychiatry 

(a) Broadgate Hospital, Beverley (600 Beds). Accommodation 
for single person (resident or non-resident ). 

(b) Menston Hospital, near Leeds (2500 Beds). Resident. 

If desired facilities for attendance at the Leeds University will 
be provided if the successful candidates are studying for the 
D.P.M. 

Thoracic Surgery 

Regional Thoracic Centre (56 Beds), Pinderfields General 
Hospital, Wakefield. Previous experience in thoracic work 
desirable. The beds are under the charge of the Consultants to 
the Teaching Hospital and the post may in future be linked with 
the Unit at the General Infirmary at Leeds (resident, married 
quarters available). 

Applications, stating age, qualifications and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, should be forwarded to the Secretary, 
Joint Registrars Committee, Park-parade, Harrogate, not later 
than 5th April, 1955. 
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LEEDS REGIONAL HOSPITAL BOARD. Medical 

acT, 1950. RESIDENT HOUSE OFFICER posts. Recognised 

pre-registration House posts will be available for the 6 months 

commencing Ist May, 1955, in the following hospitals approved 

under the Medical Act, 1950. 

Scarborough Hospital (191 Beds) 

General Surgical. 

Surgical (general surgery, E.N.T. and orthopeedic). 

Surgical (obstetric, gynecology and opthalmology ). 

County Hospital, York (222 Beds 

Surgical (general surgery and gynzecolvxy ). 
F.R.C.S 

Medical. 

City Hospital, 

Medical. 

Hull Royal Infirmary and Sutton (218 Beds) 

General Surgical. 

ee (general surgery and gynecology). 
".R.C.S. 


ee 


nw 


Recognised for 


York (178 Beds) 


Recognised for 


Surgical (E.N.T.) Recognised for D.L. 
Surgic “| ne ol mene ). Recognised oo D.O.M.S 
Medical. 
Kingston General Hospital, Hull (398 Beds) 
Surgical (general surgery, gynecology, and E.N.T.) 
Victoria Children’s, Hull (143 Be “ds ) (all posts rec ognised 
for D.C.H.) 
General Surgical. 
Surgical (general surgery and orthopedic). 
Medical. 
Vacant about Ist June. 
Westwood Hospital, Beverley (229 Beds) 
Surgical (orthopeedic). Recognised for F.R.C.S. 
Medical. 
East Riding General, Driffield (247 Beds) 
Medical. 
Clayton Hospital, Wakefield (200 Beds) 


_— —— 


— 


1 Surgical (general surgery and orthoperedic). 
i Surgical (general surgery, E.N.T. and ophthalmology). 
Recognised for F.R.C.S: 

General Hospital, Wakefield (158 Beds) 

1 —— al (general medical and pediatric). Recognised for 
Pindechelde General, Wakefield (663 Beds) 

1 General Surgical. 

1 Surgical (thoracic ). 

1 Surgical (gyneecology ). 

1 Surgical (orthopeedic ). 

1 Medical. 

1 Medical (neurology ). 


General Hospital, Batley (99 Beds) 
Surgical (orthopedic and ophthalmology), 

June, 1955. 
Surgical (general surgery and E.N.T.). 
General Hospital, Dewsbury ND Beds) 
Medical (general medical, a ana dermatology ). 
Surgical (general surgery and FE. 
Staincliffe General, A bm ( 314 Beds) 
Surgical (general surgery, orthopedic and E.N.T.) 
Surgical (obstetric and gynecology ). 
Huddersfield Royal Infirmary (305 Beds) 
Me cre al (general medical and dermatology), vacant Ist June, 

955. 
Princess Royal atorntin, Huddersfield (60 Beds) 
Midwifery (recognised by R.C.O.G.). 
Royal Halifax Infirmary (301 Beds) 
Surgical (E.N.T. and ophthalmology ). 
Medical. 
Halifax General Hospital (425 Beds) 
2 Medical. 
Bradford Royal Infirmary (507 Beds) 
Surgical (general surgery and urology ). 
2 Surgical (orthopedic and | casualty ). 
Recognised for F.R.C 
St. Luke’s Hospital, Bradford (828 Beds) 


10th 


vacant 


L Surgical ise neral surgery and plastic). Recognised for 
F.R.C 
1 Medical tpeniintatc . 


Otley General Hospital (170 Beds) 
Medical (general medical and prediatric). 
St. James’s Hospital, Leeds (1539 Be -) 


3 General Surgical (recognised for F.R.C 

1 Surgical (orthopeedic ). 

1 Surgical (plastic). 

1 Surgical (urology ). 

1 Surgical (E.N.T. and ophthalmology). 

7 Medical. 

1 Medical (geriatric ). 

1 Medical (perediatric ). 

1 Medical (dermatology ). 

1 Midwifery (recognised by R.C.0.G.). 
St. Mary’s Hospital, Leeds (216 Beds) 

| Midwifery (recognised by R.C.O.G.). 


Seacroft Hospital, Leeds (60 and 60 child 
surgical beds) 

Surgical (child general surgery, 

2 Medical (peediatric ). 

Harrogate General Hospital (249 Beds) 

2 General Surgical (recognised for F.R.C.S.) 

Candidates should express, where applicable, their preference 
for medical, surgical or midwifery posts within the same hospital 
on the application form. 

Candidates wishing to apply for posts at more than 1 hospital 
should complete a separate form in respect of each hospital. 

Application forms can be obtained from the Senior Adminis- 
trative Medical Officer, Leeds Regional Hospital Board, Park- 
parade, Harrogate, or from the Dean, School of Medicine, 
Thoresby-place, Leeds, 2, and should be returned to either of 
the above-named as soon as possible. Application may be made 


peediatric 


E.N.T. and ophthalmology ). 


in advance of results of final examination. 
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WARNEFORD GENERAL HOS- 
PITAL. (207 Beds.) Applications are invited for HOUSE 
OFFICER (anesthetics). The post is recognised for D.A. 

Applications to Hospital Secretary. 

LEICESTER ISOLATION HOSPITAL AND CHEST 
UNIT, Groby-road, LEICESTER. (328 Beds.) Applications are 
invited for the appointment of RESIDENT SENIOR HOUSE 
OFFICER (surgical). Salary £745 p.a., less £150 p.a. residential 
emoluments. The appointment is tenable for 6 months and 
may be extended for a further period of 6 months. Experience 
will be gained in all branches of thoracic surgery including 
cardiac surgery. 

Applications, giving age, qualifications, dates, &c., and copies 

of 2 recent testimonials, to be forwarded as soon as possible to 
the. Department of Thoracic Surgery, Leicester Isolation Hospital 
and Chest Unit. 
LIVERPOOL (near). MOSS SIDE HOSPITAL, Maghull, 
near LIVERPOOL. (460 Beds for mental defectives exhibiting 
conduct disorders.) RESIDENT JUNIOR HOSPITAL 
MEDICAL OFFICER (tenure 3 years) or REGISTRAR. 
Hospital recognised for D.P.M. training. 

Applications, naming 3 referees, to Medical Superintendent 
by 16th April, 1955. Candidates may visit Hospital by appoint- 
ment. 

LUTON, BEDFORDSHIRE. 
Applications are invited for the 
OFFICER at St. Mary’s Hospital, Luton (129 Beds mainly for 
chronic sick and 33 Beds for chest diseases), vacant 14th April, 
1955. The post includes outpatient work in the chest clinic. 

Applications, stating age, nationality, qualifications and 
experienc e, together with copies of 3 recent testimonials, should 
be sent to the Secretary, Luton and Hitchin Hospital Manage- 
ment Committee, St. Mary’s Hospital, Luton, Beds., as soon as 
possible. 


LEAMINGTON SPA. 


ST. MARY’S HOSPITAL. 
post of SENIOR HOUSE 


LUTON CHEST CLINIC, Grove-road, Luton. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Whole-time 
REGISTRAR (resident preferred), required 25th April, 1955, 


at the above Clinic. Appointment will include duties in attached 
medical wards in St. Mary’s Hospital, at Hitchin Chest Clinic, 
and attendance at sessions for minor thoracic surgery. Good 
training in general medicine as well as experience in treatment 
of tuberculosis and diseases of the chest essential. Successful 
candidate would be encouraged to pursue further postgraduate 
studies. Clinic may be visited by direct appointment. 

Application forms obtainable from, and returnable to, 
tary, Luton and Hitchin Group Hospital Management Com- 
mittee, St. Mary’s Hospital, Luton, Beds., by 11th April, 1955. 
MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL HOSPITAL. (113 Beds.) MID-KENT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
SENIOR HOUSE SURGEON in the E.N.T. Department of the 
above Hospital. Post vacant April, 1955. There are 55 E.N.T. 
beds and 6 specialist operating sessions each week. Valuable 
experience is available, and the post is recognised for the purpose 
of the F.R.C.S. and the D.L.O. Salary will be £745 a year, less 
£150 a year for residential emoluments. 

Applications immediately to the Administrative Officer, Kent 
County Ophthalmic and Aural Hospital, Maidstone, Kent. 


MANCHESTER REGIONAL HOSPITAL BOARD. Black- 
BURN AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
RESIDENT REGISTRAR (obstetrics/gynecology) required. 
Post recognised for M.R.C.O.G. Based on Queen’s Park Hos- 
pital, Blackburn (a general hospital with 83 obstetrics/gyneco- 
logy beds) with duties at Blackburn Royal Infirmary and 
Accrington Victoria Hospital. Accommodation for married man 
and small family available if required. 

Application forms obtainable from, and 

Secretary, Hospital Management Committee 
Infirmary, Blackburn. 
MANCHESTER REGIONAL HOSPITAL BOARD. 
Applications are invited for the post of REGISTRAR in Chest 
Diseases, the main duties to be with the Bury and Rossendale 
Hospital Management Committee, with duties at Chest Clinics 
and at Aitken Sanatorium and Peel Hall Pulmonary Hospital, 
and other hospitals in the area. 

Apply, stating names of 2 referees, to 

H. WILKINSON, 

Bury General Hospital, Bury, Lanes. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited 
for SENIOR HOUSE OFFICER post. Salary £745 p.a., less 
£155 p.a. for residential emoluments. 

Application forms may be obtained from the undersigned. 

H. R. Nortu, General Superintendent. 
MANCHESTER. WEST MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. 
Park Hospital, Davyhulme (Cieneral Hospital—433 Beds) 

1 HOUSE OFFICER (pediatrics), post-registration, for 
newly created post. The Hospital has a Midwifery Unit of 73 
Beds and there are also thoracic surgery beds on the Pediatric 
Unit. Hospital recognised for training for Diploma in Child 
Health. 

Eccles and Patricroft Hospital 
48 Beds) 

1 HOUSE OFFICER (post-registration). 
May. 1955. Additional allowance of £50 p.a. 
Hospital is mainly surgical and there is a 
Department. 

Forms from Secretary, Park Hospital, Davyhulme. 


MEDWAY AND GRAVESEND HOSPITAL MANAGE- 
MENT COMMITTEE. Temporary REGISTRAR in Obstetrics and 
Gynecology required for 3 months or possibly longer. Salary 
scale £850/£965 p.a., according to experience. 

Apply, with full details and testimonials, to Group Secretary, 
Medway and Gravesend Hospital Management Committee, 20, 
Star-hill, Rochester, Kent. 


Secre- 


returnable to, the 
Office, Royal 


Group Secretary. 


(General Hospital— 
Post vacant Ist 
The work of the 
busy outpatient 
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MAIDENHEAD HOSPITAL, St. 
HEAD. Applications invited from fully 
for post of HOUSE PHYSICIAN, vacant Ist June. 

Applications, stating age, nationality, qualifications 
experience, with names of 3 referees, to Hospital Secretary. 
NEWCASTLE GENERAL HOSPITAL. Newcastle upon 
TYNE HOSPITAL MANAGEMENT COMMITTEE. DEPARTMENT OF 
OBSTETRICS. (70 Beds.) The resident post of OBSTETRICAL 
HOUSE SURGEON becomes vacant on Ist May, 1955. This 
post is recognised for the purpose of Pre-registration Service 
and preference will be given to provisionally registered persons 
who have served 6 months in a medical or surgical post since 
qualification. The department is recognised for the Diploma of 
M.R.C.0.G., and D.Obst.R.C.0.G., and undertakes the training 
of Medical Students in the University of Durham. 

Applications should be addressed to the Secretary, Newcastle 
General Hospital, Westgate -road, Newcastle upon Tyne, 4, 
together with 1 copy of 2 recent testimonials, by 16th April, 1955. 
NEWCASTLE REGIONAL HOSPITAL BOARD. 

Newcastle upon Tyne and Hexham Hospital Manage- 
ment Committee 

REGISTRAR OBSTETRICIANS AND GYNZCOLOGISTS 
(2), whole-time. resident. 1 appointment to commence Ist June, 
1955 ; the other later. 3 Registrars are attached to a combined 
unit including Newcastle General Hospital (66 obstetric, 34 
gynecological beds), Hexham General Hospital (25 gynecological 
beds) and Dilston Hall Maternity Hospital, Corbridge (53 
obstetric beds). Each Registrar is required to spend 6 months 
resident at Dilston Hall Maternity Hospital. Newcastle General 
Hospital is recognised for the M.R.C.O.G. and is associated 
with King’s College for the training of medical students in the 
instruction of whom Registrars take an active part. 

Sunderland Area Hospital Management Committee 

SENIOR REGISTRAR PHYSICIAN (whole-time) for the 
Geriatric Service in the above Group. Appointment for 1 year 
initially and subject to annual review up to 4 years duration. 

Applications, with names and addresses of 3 referees, to 
Senior Administrative Medical Cfficer, ‘‘ Blythswood South,” 
Osborne-road, Newcastle upon Tyne, 2, within 14 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Tees- 
SIDE HOSPITAL MANAGEMENT COMMITTEE. Locum SENIOR 
REGISTRAR GENERAL SURGEON (whole-time) to 30th 
June, 1955. 

Applications, with names and addresses of 3 
Senior Administrative Medical Officer, ** Blythswood South, 
Osborne-road, Newcastle upon Tyne, 2, immediately. 
NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. Applications are invited for the whole-time 
non-resident appointment of SURGICAL REGISTRAR at 
the Royal Victoria Infirmary. The appointment will be for 1 
year in the first instance and subject to the terms and conditions 
of service of hospital medical and dental staffs. 

Applications, giving full particulars and the names and 
addresses of 3 referees, should be sent to the undersigned within 
2 weeks of the appearance of this advertisement. 

V. SANDERSON, House Governor and Secretary. 
toyal Vie toria Infirmary, Newcastle upon Tyne. 
NEWMARKET GENERAL HOSPITAL. (330 Beds.) 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. ANACSTHETIC 
REGISTRAR. Post recognised for D.A. Appointment for 1 
year, renewable for second year. 

Applications, stating age, experience and names of 3 referees, 
to Secretary of Board, 117, Chesterton-road, Cambridge, by 
lith Apri!, 1955. Candidates invited to visit Hospital by direct 
arrangement with Physician-Superintendent at the Hospital. 
NEWPORT AND EAST MONMOUTHSHIRE HOSPITAL 
MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICERS in 
General Surgery required, towards end of April : 

County Hospital, Griffithstown (253 Beds), resident. Covers 
35 Beds. tecognised F.R.C.S. for 6 months and tenable 6 or 
12 months as desired. Deduction £130 board-residence. 

St. Woolos Hospital, Newport (379 Beds), non-resident. Post 
of senior character. House Surgeon also appointed. Covers 
56 Beds. Tenable 12 months. 

Apply, quoting 2 referees ona) post preferred, to- 

4 


JONES, Group Secretary. 

64, Cardiff-road, Newport, Mon. 
NEWPORT, MONMOUTHSHIRE. ROYAL GWENT 
HOSPITAL. (260 Beds. 10 Residents. Recognised F.R.C.S.) 
SENIOR HOUSE OFFICER required for Casualty Department 
in early April. This is the base Hospital in the Group 
and all medical and surgical emergencies are admitted through 
casualty, which is under the full-time charge of a Senior Hospital 
Medical Officer, there being also 2 Senior House Officers. A new 
Department with excellent facilities and accommodation has 
recently been opened. Post recognised F.R.C.S. for 6 months 
and tenable 6 or 12 months as desired. Salary £745, less £125 
board-residence. 

Write, quoting 2 referees, to T. 

64, Cardiff-road, Newport, Mon. 
NEWTON ABBOT HOSPITAL. (General Section 65 
Beds.) RESIDENT SENIOR HOUSE SURGEON (Male or 
Female) required immediately. Married quarters available. 

Applications (quoting reference F.364/28), stating qualifica- 
tions, nationality, age, with copy testimonials, to be sent to 
the Group Secretary, Torquay District Hospital Management 
Committee. Torbay Hospital, Torquay, 8. Devon. 
NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. SURGICAL REGISTRAR (resident) required 

t July, 1955, for 1 year in the first instance at the North Herts 
Hospital, Hitchin, Herts (where he will reside), and the Lister 
Hospital, Hitchin. Post recognised for F.R.C.S. The hospitals 
may be visited by direct appointment. 

Application forms obtainable from, 
Secretary, Luton and Hitchin Group 
Committee, St. Mary’s Hospital, Luton, 
1955. 


Luke’s-road, Maiden- 
registered practitioners 


and 


referees, to 


” 


A. JoNES, Group Secretary. 


and returnable to, the 
Hospital Management 
Beds, by 22nd April, 





NORTHAMPTON. ST. CRISPIN HOSPITAL, Duston, 
NORTHAMPTON, (1210 Beds.) SENIOR HOUSE OFFICER 
required. Salary according to national scale. A well-appointed 
flat is available at the Hospital at moderate rental. The 
Hospital is approved for training for the D.P.M. of the Conjoint 
Board and facilities are available in child psychiatry and out- 
patient clinics locally, and in neurology (at Oxford). There is 
a modern admission unit and an annual admission rate of 700 
patients. tegular case conferences are held. 

Applications, giving full details and names of 3 referees, to be 
sent to the Physician-Superintendent. 

NORTH SHIELDS. PRESTON HOSPITAL. 
SOUTH EAST NORTHUMBERLAND HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from practitioners qualified at 
least 1 ‘year for the resident appointment of SENIOR HOUS 

PHYSICIAN. Salary £745 p.a., less £140 }..a. for board-reside nee. 

Applications to Group Secretary, Preston Hospital, North 

Shields. 
NOTTINGHAM GENERAL HOS ?ITAL. (420 Beds. 
Post recognised for the F.R.C.S.) SHEFFLCLD REGIONAL HOSPITAL 
BOARD. Whole-time RESIDENT or NON-RESIDENT REGIS- 
TRAR in E.N.T. Surgery. Appointmeni. for 1 year in the first 
instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 11th April, 1955, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. ¢ 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners for the post of 
THIRD CASUALTY OFFICER (Senior House Officer grade). 
Salary (less £150 emoluments) and conditions of service in 
accordance with those laid down by the Ministry. Duties to 
commence on or about 9th April, 1955. This post offers wide 
experience of casualty work. The staff establishment requires 
only 1 night in 3 emergency work, and off duty permits time for 
study for higher examinations. 

Applications, stating age, qualifications, and 
together with copies of testimonials, to be sent to— 

HENRY M. STANLEY. 

OXFORD. UNIVERSITY OF OXFORD. Oxford 
REGIONAL HOSPITAL BOARD. Applications are invited for the 
post of SENIOR REGISTRAR in Psychiatry at Littlemore 
Hospital, Oxford. The successful candidate (who should hold 
the D.P.M. or its equivalént) may be asked to spend part of the 
tenure at other mental hospitals in the Region. There are 
facilities for postgraduate study, University teaching and 
psychiatric outpatient work. Residential accommodation avail- 
able for single person. Further information may be obtained 
from the Physician-Superintendent. 

Applications on forms obtainable from the Secretary, Oxford 

Regional Hospital Board, 43, Banbury-road, Oxford, must 
reach him by 15th April, 1955. 
OXFORD. UNITED OXFORD HOSPITALS. Applications 
are invited for the non-resident post of REGISTRAR in 
Dermatology, vacant Ist June, 1955. The appointment will 
be for 1 year and eligible for extension to 2 years. 

Applications on forms obtainable from the Administrator, 
Radcliffe Infirmary, Oxford, should reach him by 18th April. 
PLYMOUTH CLINICAL AREA. The Board of Governors 
OF THE UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN 
REGIONAL HOSPITAL BOARD. Applications are invited by the 
above Boards from registered medical practitioners for the joint 
appointment of REGISTRAR in Orthopedic and Traumatic 
Surgery. The appointment will be held for 1 year in the first 
instance an@ be renewable for a further year. The successful 
candidate will be appointed to work for the first year mainly 
at Mount Gold Orthopeedic Hospital and the Traumatic Centre 
at the General Hospitals, Plymouth. The post is recognised for 
the F.R.C.S. England. 

Applications, stating date of birth, qualifications and experi- 
ence, together with the names and addresses of 2 referees, 
on be sent to the Secretary of the Regional Hospital Board, 

, Tyndalls Park-road, Bristol, 8, not late r than 13th April, 1955. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the following 
appointments :- 

Royal Portsmouth Hospital 

HOUSE OFFICER required in 

(154 Beds), vacant now. 

Locum CASUALTY OFFICER (Senior 

for 6 weeks from the end of March. 

Queen Alexandra Hospital 

SENIOR HOUSE OFFICER, E.N.T. 

vacant now. 

Saint Mary’s Hospital : 

HOUSE SURGEON (20 general surgical beds, 20 thoracic 

beds, 10 radiotherapy beds), pre-registration, vacant now. 

Applications, stating age, experience and qualifications. 
together with names of 2 referees, should be forwarded as soon 
as possible to L. C ROGERS. 

35. Grove-road South, Southsea. 

ROCHFORD, ESSEX. GENERAL HOSPITAL. Appli- 
eations are invited for the post of RESIDENT HOUSE 
OFFICER to the Obstetric and Gynecological Department, 
pre-registration post. The Hospital has 70 maternity beds, a 
gynecological ward of 25 beds and a premature baby unit of 
8 cots. Fost ys ant 18th April, 1955, and is recognised for the 
D.Obst. B.C 

caaiieaiieen, “&e. . to the undersigned by 8th April, 1955 
(1 testimonial sufficient from continates see king first appoint- 
ment ). J.C. FIELD, Secretary. 
ROCHFORD, ESSEX. GENERAL “HOSPITAL. “Locum 
HOUSE OFFICER required for Obstetric and Gyneecological 
Department for a period of 2 weeks from 15th April, 1955. 
70 maternity beds, a 25-bed gyneecological ward and 8 premature 
baby cots. 

Applications immediately to the Secretary. 


(358 Beds.) 


experience, 


Orthopedic Department 


House Officer grade) 


Department (61 Beds), 
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REDHILL. EAST SURREY HOSPITAL, Shrewsbury- 
road. (139 Beds.) HOUSE SURGEON (Male) required, pre- 
ferably second appointment. 
Apply to the Hospital Secretary. 
ROMFORD, ESSEX. RUSH GREEN HOSPITAL. (301 
Beds.) SENIOR HOUSE OFFICER for the Regional Polio- 
myelitis Unit (27 Beds) and in general medicine, vacant from 
Ist May, 1955. 
Apply to Medical Superintendent. 
ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT HOUSE SURGEON (Male), required from 19th 
April, 1955. (Post not approved for pre-registration purposes. ) 
Applications should be forwarded immediately to the Secre- 
tary, Romford Group Hospital Management Committee, 
Oldchurch Hospital, Romford. 
ROMFORD, ESSEX. VICTORIA HOSPITAL. 
RESIDENT HOUSE PHYSICIAN (Male) required. 
approved for pre-registration purposes. ) 
Applications should be forwarded immediately to the Secre- 
tary, Romford Group Hospital Management Committee, Old- 
church Hospital, Romford. 


SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of RESIDENT HOUSE SURGEON (obstetric and 
Gynecological Unit) which is now vacant. Pre-registration 
candidates may apply. The Unit comprises 40 obstetric and 
35 gynecological beds and is recognised for the Diploma and 
Membership of the Royal College. 

Applications, stating age, nationality, qualifications, experi- 

ence, and enclosing a recent testimonial and the names and 
addresses of 2 referees, to the Group Secretary, Odstock Hospital, 
Salisbury. 
SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of RESIDENT HOUSE SURGEON (Orthopedic 
Department) which is open to pre-registration candidates, and 
which becomes vacant at the end of April, 1955. The Depart- 
ment has 35 Beds and a large outpatient turnover. 

Applications, stating age, nationality, qualifications, experi- 

ence, and naming 2 referees, to the Group Secretary, Odstock 
Hospital, Salisbury. 
SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the appointment of Locum RESIDENT HOUSE SUR- 
GEON. Post vacant from now until 30th June. 

Apply, naming 2 referees, to Group Secretary, Odstock 
Hospital, Salisbury. f 
SALISBURY GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD, Applications are invited for the appointment of 
REGISTRAR for the Area Pathological Service based on 
Salisbury General Infirmary. Post vacant mid-June. 

Further details and “application forms obtainable from, and 
must be returned to, the Group Secretary, Odstock Hospital, 
nar eal te within 10 days of the appearance of this advertise- 
ment. 

SCOTLAND. NORTHERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the whole-time non-resident 
post of SURGICAL REGISTRAR to the Inverness Hospitals. 
_ Further particulars and application schedules can be obtained 
from the undersigned, with whom applications should be lodged 
by 23rd April, 1955. A. M. FRASER, M.D., 

Secretary and Administrative Medical 

Office of the Northern Regional Hospital Board, 

Raigmore, Inverness. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments, 
which will be for 1 year in the first instance : 

SENIOR REGISTRAR in Radiotherapy based at the Western 

Infirmary, Glasgow. 

REGISTRAR in Radiodiagnosis based at the Royal Infirmary, 
Glasgow. ; 
REGISTRAR in Tuberculosis based at Robroyston Hospital, 

Glasgow. 
REGISTRAR in Bacteriology based at the Western Infirmary, 
Glasgow. : 
SENIOR REGISTRAR in 
Hospital, Glasgow. 

SENIOR REGISTRAR in Anwsthetics based at Law Hospital, 

_ Carluke. 

rhese appointments are subject to the National Health Service 
(Seot land ) superannuation regulations. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, by 30th April, 1955. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
278 Beds. Recognised for F.R.C.S.) RESIDENT HOUSE 
SURGEON required about 20th April. Pre-registration candi- 
dates eligible. 

Applications, with copies of testimonials, should be forwarded 

to the Group Secretary. Southampton Group Hospital Manage- 
ment Committee, Bullar-street, Southampton, as soon as 
possible. 
SOUTHAMPTON GENERAL HOSPITAL. (471 Beds.) 
SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Appli- 
eations are invited for the appointment of Whole-time SUR- 
GICAL REGISTRAR from 27th May, 1955. Post will normally 
be tenable for 2 years, but subject to review at the end of the 
first year. Candidates may visit the Hospital, by arrangement, 
if they so desire. 

Forms of application may be obtained from the undersigned 
to whom they should be returned not later than 12th April, 1955. 

FRANK JENNINGS, Group Secretary, 
Southampton Group Hospital Management Committee. 
Bullar-street, Southampton. 


(99 Beds.) 
(Post not 


Officer. 


Amesthetics based at Stobhill 
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SOUTHAMPTON GENERAL HOSPITAL. (471 Beds.) 
RESIDENT HOUSE PHYSICIAN required about 24th April. 
Pre-registration candidates eligible. 

Applications, with copies of testimonials, should be forwarded 
as soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Sonthampton. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Tem- 
porary NON-RESIDENT SENIOR REGISTRAR (radio- 
therapy) required at the Sheffield National Centre for Radio- 
therapy, to fill a vacancy during the present incumbent's period 
of national service. Appointment for initial period of 1 year, 
which may be extended to 2 years. Applicants should possess 
D.M.R.T. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by llth April. 1955, giving age, 
nationality, qualifications, present and previous appointments 
with dates, date available, and naming 3 referees. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time NON-RESIDENT SENIOR REGISTRAR in Radiology 
required on 12th April, for approximately 9 notional half-days 
per week at the City General Hospital, Sheffield, and approxi- 
mately 2 notional half-days per week at the Barnsley Hospitals. 
Candidates should hold a Diploma in Diagnostic Radiology. 
Appointment for 1 year in the first instance reviewable annually. 
It has been agreed between the sheffield Regional Hospital 
Board and the Board of Governors of the United Sheffield 
Hospitals that subject to satisfactory work and progress the 
tenure of the appointment will be divided between the City 
General Hospital, Sheffield, and Barnsley Hospitals and the 
Teaching Hospitals 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by llth April, 1955, giving age. 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum SENIOR HOUSE OFFICER (casualty) required, 1 of 
2, for post vacant Ist April. 

Applications, together with 2 

Secretary. 
SOUTHEND GENERAL HOSPITAL. Applications are 
invited for the post of SENIOR HOUSE OFFICER to the 
Orthopedic and Fracture Departments. Post vacant 9th May, 
1955. The Orthopedic and Accident Department of this Hos- 
pital is the centre for reference of all cases from a large surround - 
ing area, and the post offers excellent experience in all aspects 
of orthopedic and traumatic surgery under the supervision of 
and with instructions from the Consultant-in-charge. Post 
recognised for the F.R.C.S. 

Applications, stating age, qualifications and_ experience, 
together with copies of 3 recent testimonials, should be sent to 
the undersigned by 7th April, 1955. 

J. C. FIELD, Secretary. 

SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Psychiatric Registrars training scheme. Applica- 
tions are invited for the appointment of REGISTRAR for 
6 months periods at the hospitals of St. Ebba’s, Horton, Long 
Grove. and The Manor in succession. Wide experience is available 
in all forms of psychosis, in neurosis, and in mental deficiency 
under modern methods of treatment. Special experience may be 
gained in the Mott Clinic for General Paralysis ; St. Ebba’s 
Juvenile Unit, and in Mapother House, Long Grove, for acute 
psychosis ; also in the associate Observation Wards and Out- 
patient Departments. The appointment will be tenable from 
July, 1955. Salary, &c., in accordance with the agreed terms and 
conditions of service for hospital medical staff. For residents 
appropriate charges are made for full residential amenities. 
Candidates may visit the hospitals by appointment with the 
Physicians Superintendent. 

Application forms may be obtained from the Group Secretary, 
St. Ebba’s and Belmont Group Hospital Management Com- 
mittee, Group Office, Belmont Hospital, Brighton-road, Sutton, 
Surrey, and completed forms (5 copies) should be returned to 
him within 2 weeks of the appearance of this advertisement. 
STOCKPORT INFIRMARY, Stcckport. (162 Beds.) 
Applications are invited for the post of SENIOR HOUSE 
OFFICER (Assistant Resident Surgical Officer), general and 
orthopadics. The post is recognised for the F.R.C.S. 

Applications, stating age, experience, and qualifications, 
together with copies of 2 testimonials, to be addressed to the 
Secretary. Stockport and Buxton Hospital Management Com- 
mittee, 598, Shaw-heath, Stockport. Cheshire. 


STOCKPORT INFIRMARY. Stockport and Buxton 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of SENIOR HOUSE OFFICER (anesthetics). 
The post may be resident or non-resident (preferably resident) 
and is recognised for the D.A. and F.F.A.R.C.8. There are 
facilities for study. 

Applications, stating age, experience, and qualifications, 
together with copies of 2 testimonials, to be addressed to the 
Group Secretary, Stockport and Buxton Hospital Management 
Committee, 598, Shaw-heath, Stockport, immediately. 
STOCKPORT. STEPPING HILL HOSPITAL. 

Beds.) Applications are invited for 2 posts of RESIDENT 
SENIOR HOUSE OFFICER (surgery), vacant 12th April and 
Ist May, 1955. The posts are recognised for the F.R.C.S. 

Applications, stating age, experience and qualifications, 
together with copies of 2 testimonials, to be addressed to the 
Secretary. Stockport and Buxton Hospital Management Com- 
mittee, 59B, Shaw-heath, Stockport, Cheshire, immediately. 
SWINDON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. VICTORIA HOSPITAL, SWINDON. Applications 
invited for post of RESIDENT SENIOR HOUSE OFFICER 
(aneesthetics) for the Swindon hospitals. Post is recognised for 
the D.A. Approved salary, conditions, &c. 

Apply. with copies of 3.recent testimonials, to Secretary, 
7. Okus-road, Swindon. 


testimonials, to Hospital 
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STOCKTON-ON-TEES. THE CHILDREN’S HOSPITAL, 
Durham-road, STOCKTON-ON-TEES. (84 Beds.) CLEVELAND 
HOSPITAL MANAGEMENT COMMITTEE. Applic — are invited 
for the post of SENIOR HOUSE OFFICER. Salary and 
conditions of service in accordance with Minis try of Health 
regulations. 

Applications, with copies of 2 recent testimonials, to be 
forwarded to the Group Secretary, West Lane Hospital. Middles- 
brough, immediately. 

STRATFORD-ON-AVON HOSPITAL. Locum Senior 
HOUSE OFFICER (Resident Medical Officer) required 
from 21st May to 18th June. 

Applications to Hospital Secretary, Arden-street, Stratford- 

on-Avon. 
ST. ALBANS CITY HOSPITAL, St. Albans, Hertford- 
SHIRE. (378 Beds.) Locum Tenens JUNIOR HOSPITAL 
MEDICAL OFFICER (resident) required for duties mainly at 
the above Hospital for gynzc« jogical and obstetric work, for 
the period 30th April—-l4th May, 1955. 

Applications to Secretary, Mid-Herts Group Hospital Manage- 
ment Committee, Bleak House, Catherine-street, St. Albans. 
TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. Applications invited for post of 
SENIOR HOUSE OFFICER to Special Unit for Juvenile 
Kheumatics. Scope for those interested in research, peediatrics, 
rheumatology or cardiology, and previous experience in 1 oi 
these desirable. Post now vacant and tenable for 6 months in 
first instance. 

Applications, stating age, qualifications, experience with dates, 
with copies of 3 testimonials, to Hospital Secretary. 
TREDEGAR, MONMOUTHSHIRE. ST. JAMES HOS- 
PITAL (near Newport and Cardiff). (160 Beds for acute medical, 
obstetrics and geriatrics.) RHYMNEY AND SIRHOWY VALLEYS 
HOSPITAL MANAGEMENT COMMITTEE. HOUSE PHYSICIAN 
required by 11th April at above Hospital. Salary £425-£525. 
according to experience, less appropriate deductions for married 
quarters (if required). 

Apply immediately to Group Secretary, Hospital Management 
Committee, St. Martin’s-road, Caerphilly, Glam. 

TORQUAY. TORBAY HOSPITAL. Resident Casualty 
OUFICER (Senior House Officer status) required Ist April, 1955. 
There is a complement of 5 Resident House Officers. 

Applications (quoting reference F.955/53), stating qualifica- 

tions, nationality, age, with copy testimonials, to the Group 
Secretary, Torquay District Hospital Management Committee, 
Torbay Hospital, Torquay. 
TYNEMOUTH VICTORIA JUBILEE INFIRMARY. (109 
Beds.) SOUTH EAST NORTHUMBERLAND HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from pre-registration or 
registered practitioners for the post of HOUSE SURGEON. 
Candidates with suitable experience will be considered for 
appointment in Senior House Officer grade. 

Applications to Group Secretary, Preston Hospital, Preston- 

road, North Shields. 
WAKEFIELD. STANLEY ROYD HOSPITAL. (Complete 
Nurse Training School for Nervous and Mental Disorders.) 
Applications invited for position of JUNIOR HOSPITAL 
MEDICAL OFFICER, vacant from beginning of July, 1955. 
Salary scale £775—-£50—£1075. A flat is available in the Hospital 
for a single person. The charge for this accommodation, board, 
lodging, laundry, &c., will be £155 p.a. Facilities are available 
to attend at Leeds University for the purpose of obtaining 
the D.P.M. 

Address written applications, giving full particulars and 
details of training, experience, &c., together with 2 names and 
addresses for reference, to W. BowRING, Group Secretary. 

Victoria Chambers. Wood-street, Wakefield. 

WALSALL HOSPITAL MANAGEMENT COMMITTEE. 
ous HOUSE SURGEON required from Easter until end of 
July. 

Applications to Group Secretary, General Hospital, Walsall. 
WIGAN ROYAL ALBERT EDWARD INFIRMARY. 
RESIDENT SENIOR CASUALTY OFFICER (Male or Female) 

required. Junior Hospital Medical Officer grade. The Casualty 
Department offers exceptional opportunities for the treatment 
and disposal of a large number of cases of wide varicty and 
interest and is closely associated with the Orthopedic Depart- 
ment. The successful applicant will work under the supervision 
of the Consultant Orthopedic Surgeons. 

Applications, with full details and the names of 2 referees, 

shovld be forwarded to the Secretary, Royal Albert Edward 
Infirmary, Wigan, as soon as possible. 
WINDSOR. KING EDWARD Vi!l HOSPITAL. Obstetric 
AND GYNACOLOGICAL HOUSE SURGEON required (Male 
or Female) for post vacant early May. Post recognised for 
both M.R.C.0.G. and D.Obst.R.C.0.G., not a pre-registration 
post. Successful candidate will be resident at Old Windsor Unit 
of the Hospital. Applicants required to be members of a Medical 
Protection Society 

Applications, stating age, nationality, qualifications with 

dates and copies of recent testimonials or names of 3 referees, 
to Hospital Secretary, by 7th April. 
WINDYGATES, FIFESHIRE. CAMERON |1.D. HOS- 
PITAL. RESIDENT HOUSE PHYSICIAN required for a period 
of 6 months. The post is recognised for Pre-registration Service. 
The Hospital consists of 100 infectious diseases beds including 
12 for treatment of tuberculous meningitis, and 30 chronic sick 
beds. 

Apply, with copies of 2 recent testimonials, to the Medical 
Superintendent, East Fife Hospitals Board of Management, 
243a, High-street, Kirkcaldy. 

WOLVERHAMPTON GROUP. 
Wolverhampton Eye Infirmary (recognised for F.R.C.S8. 
and D.O. examinations) 

HOUSE OFFICER, vacant now. 

Apply Secretary, The Royal Hospital, Wolverhampton. 








WELSH REGIONAL HOSPITAL BOARD. 

REGISTRAR in Pediatrics, Maclor General Hospital, 
Wrexham (591 Beds). Recognised for D.C.H. Resident/non- 
resident. Post vacant from 9th May, 1955. 

REGISTRAR (obstetrics and gynecology), Maelor General 
(591 Beds) and War Memorial Hospitals (230 Beds), Wrexham. 
(Tota) of 60 obstetric and gynecological beds): and Trevalyn 
Maternity Hospital, Rossett, near Wrexham (45 Beds). Resident. 

REGISTRAR (general surgery), Pembroke County War 
Memorial Hospital, Haverfordwest (resident or non-resident ). 

Subject to review end of first year. 

Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 
YORKSHIRE. EAST RIDING HOSPITAL MANAGE- 
MENT COMMITTEE. 

Broadgate Mental Hospital, Beverley, Yorks (650 Beds) 

JUNIOR HOSPITAL MEDICAL OFFICER _ required. 

Facilities for study. A flatlet is available in the Hospital. 

Detailed applications to Group Secretary, Westwood Hospital, 
Beverley. 
YORKSHIRE. 
MENT COMMITTEE. 

Westwood Hospital, Beverley, Yorks (229 Beds) 

ORTHOPAEDIC HOUSE SURGEON (first, second, or third 
post). Offers good opportunity for general experience in busy 
acute general hospital. Approved pre-registration post. Fully 
qualified practitioners may apply. Recognised for F.R.C.S 

Apply to Group Secretary. 

NORTHERN IRELAND HOSPITALS AUTHORITY. 
Applications are invited for a temporary whole-time post for 
3-4 months as REGISTRAR in Radiotherapy at the Northern 
Ireland Radiotherapy Centre, Purdysburn, Belfast. The terms 
and conditions will be in accordance with the application of the 
Spens report to Northern Ireland. 

Applications to be made on a form obtainable (with further 
particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44—46, Queen-street, Belfast, and to be returned not 
later than 18th April, 1955. 


B.W.!. UNIVERSITY COLLEGE HOSPITAL OF THE 
WEST INDIES. Applications are invited for the post of REGIS- 
TRAR or SENIOR REGISTRAR in the Division of Surgery 
at the above-named Teaching Hospital which is in special relation- 
ship with the University of London. Applicants should possess 
a higher qualification in surgery. The appointment will be for 
1 vear in the first instance, subject to renewal. Salary is payable 
within the scale £800-£100—£€1000/€1100—€100-£1400 — p.a., 
depending on experience and qualifications. Single accommoda- 
tion and board or a limited number of unfurnished flats for 
unmarried or married Officers, are provided at a deduction of 
£125 p.a. or 5% of salary, respectively. Return first-class 
passage by sea will be paid for 1 person only. } 

Further information may be obtained from the Hospital 
Manage r and Secretary, University College Hospital, Mona P.O.. 
Jamaica, B.W.I., to whom applications, stating age, nationality, 
and details of qualific ations and experience, together with 3 
recent testimonials or the names and addresses of 3 referees, 
and including the approximate date on which applic ant could 
become available, should be sent by 23rd April, 1955. 
U.S.A. ST. ELIZABETH HOSPITAL, Elizabeth, N.J., 
U.S.A. (250 Beds.) Applications are invited to fill vacancies 
for 2 INTERNS to serve for 1 year. Hospital approved by 

M.A. Intern training being conducted. Salary $100 plus 
maintenance. 

Apply Administrator. 
U.S.A. BRIDGEPORT HOSPITAL, Bridgeport, Con- 
NECTICUT. Approved ROTATING INTERNSE IPS available 
in a general hospital of 387 Beds and 60 bassinets ; approved 
residencies in medicine, surgery, obstetrics, pathology, radiology 
and anesthesiology. Stipend of $190 per month in addition to fll 
maintenance and uniforms. Exchange-visitor programme 
participant (P-—619). 

Address inquiries to Chairman, Committee on Medical Educa- 
tion of Interns and Residents, Bridgeport Hospital, Bridgeport, 
10, Connectieut, U.S.A. 


EAST RIDING HOSPITAL MANAGE- 





Public Appointments 


GOVERNMENT OF THE UNION OF SOUTH AFRICA. 
DEPARTMENT OF PUBLIC HEALTH. 

(1) Applications are invited from suitably qualified persons, 
on contract for 3 years, renewable for a further period, to the 
Public Service of the Union of South Africa for the following 
yOsts : 

; 2) Designation: MEDICAL OFFICER. Salary scale 
£1020—£60—£1380 p.a. In addition to the above married persons 
will be paid a cost-of-living allowance of £234 p.a. ‘ 

(3) Minimum qualifications : Applicants must have quali- 
fications registrable with the South African Medical and Dental 
Council. 

(4) Duties of successful applicants : Medical Officers will be 
required to serve in Mental, Tuberculosis, Leprosy hospitals and 
in Health Centres. 

(5) Conditions of employment will in the first place be 
governed by the terms of the contract and the Public Service 
Regulations. Successful applicants will be required to acquire 
within a reasonable time a knowledge of the Afrikaans language. 

(6) Transport expenses from plac e of residence to place of 
employment (third-class rail in United Kingdom, tourist, cabin 
or cheapest first-class boat to South Africa, whichever is avail- 
able, and first-class rail in South Africa, including excess baggage 
to a maximum of 150 Ibs. per adult and 75 Ibs. per child, and 
similar return passage on satisfactory completion of contract, 
will be paid by the Union Government. 

(7 ) Applications in writing, giving full details of qualifications 
and previous experience, should be addressed to Room 102, 
South Africa House, Trafalgar-square, London, W.C.2, not 
later than 23rd April, 1955. 
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DERBYSHIRE COUNTY COU''CIL. 
DEPARTMENT. ASSISTANT MATEi ‘TY AND ChiLD WEL- 
FARE MEDICAL OFFICERS A SCHOOL MEDIC 
OFFICERS. Applications are invited from registered medical 


County Health 


practitioners for whole-time superannuable posts. Salary 
£950-£50-£1300 p.a. Car allowance. 

Particulars and application forms obtainable from Dr. J. B. 8. 
MORGAN, County Medical Officer, St. Mary’s-gate, Derby, to 
whom they should be returned by 13th April, 1955. 


MANCHESTER. CITY OF MANCHESTER EDUCATION 
COMMITTEE Applications are invited for the post of ASSISTANT 


MEDICAL OFFICER (school health). Preference will be given 
to candidates who have had special experience in diseases of 
children and retinoscopy, and hold D.P.H. or D.C.H. Salary 


£950-£1300, Previous experience in a similar appointment with 
another local authority may be taken into account in determining 
initial salary. 

Application form and _ particulars 
addressed foolscap envelope) from the 
Officer, P.O. Box 480, Education Offices, Deansgate, 
chester, 3. To be returned by 14th April, 1955. 


ROTHERHAM. COUNTY BOROUGH OF ROTHERHAM. 
Applications are invited from registered medical practitioners 
(Male) for the post of DEPUTY MEDICAL OFFICER OF 
HEALTH AND DEPUTY PRINCIPAL SCHOOL MEDICA 
OFFICER at a salary within the consolidated range of 
£1166 13s. 4d. rising by 5 annual increments of £50 to 
£1416 13s. 4d. The commencing salary will be determined at a 
point within the scale, having regard to the experience of the 
successful candidate. Applicants must possess a D.P.H. and 
have had previous experience in school health, maternity and 
child welfare, and general public health work. The_ person 
appointed will be responsible, under the direction of the Medical 
Officer of Health, for carrying out administrative and other 
duties in all sections of the work of the Health Department, and 
must be capable of assuming full responsibility for the Depart- 
ment when necessary. The appointment is whole-time, and the 
successful candidate will not be allowed to engage in private 
practice. The appointment will be terminable at any time by 3 
months notice in writing on either side and will be subject to the 
Medical Whitley Council's General Conditions of Service for 
Public Health Medical Officers. The appointment is also subject 
to the approval of the successful candidate by the Minister of 
Education under the Handicapped Pupils and School Health 
Service Regulations 1945 The successful candidate will be 
required to pass a medical examination for superannuation 
purposes. The tenancy of a 3-bedroomed house is available, if 
required, 

Forms of application 
Officer of Health, 
returned to the 


(stamped 
Education 
Man- 


obtainable 
Acting Chief 


may be obtained from the Medical 
Municipal Offices, Rotherham, and must be 
undersigned, giving the names of 3 referees, and 
endorsed ‘* Deputy Medical Officer of Health,”’ by 16th April, 
1955. Every application must state whether the candidate is 
related to any member or officer of the Rotherham County 
Borough Council and deliberate omission to disclose any such 
relationship will disqualify the candidate. Canvassing of 
members of the Council whether direct or indirect will disqualify 
any_ candidate. JOHN 8S. WALL, Town Clerk. 
Municipal Offices, Rotherham. 


TREASURY MEDICAL SERVICE. Applications are 


invited from medical practitioners, practising in the districts 
detailed below, for appointment, in a part-time and mainly 
advisory capacity, as MAL TREASURY MEDICAL 
OFFICER for each of the places or groups of places shown. 


The town shown in brackets after the place-names indicates the 
Head Post Office Area in which the place, or group of places, is 
situated. Successful applicants will be required to examine and 
report on the condition of certain Government Officers, teachers, 
candidates for appointment, &c., who may be referred to them 
from time to time; and to attend when summoned to an 
emergency case of accident or sudden illness occurring in a 
Government office in the neighbourhood. Fees for this work, 
and mileage allowance where necessary, will be paid on a scale 
agreed with the British Medical Association. 

Intending applicants should write, within 14 days, to Treasury 
Medical Adviser, Treasury Chambers, Whitehall, S.W.1, for 
a form on which application may be made. Applicants should 
be not more than 60 years of age. 

The places for which applications are invited are as follows : 

ENGLAND AND WALES 

Kast Grinstead (East Grinstead ). 

Gainsborough (Gainsborough ). 

Leicester, N. and W. (Leicester) 

Liandrindod Wells, Dolau and Lianbister 

Thirsk (Thirsk ). 

Walthamstow (London, E.17 

SCOTLAND 

Achnashellach and Lochearron (Kyle) 

Duns (Duns). 


NEW SOUTH WALES DEPARTMENT OF PUBLIC 
HEALTH. DIRECTOR, Division of Industrial Hygiene. Salary 
£A2650 p.a. Applications are invited from legally qualified 
medical practitioners possessing special knowledge and experi- 
ence in the field of Industrial Hygiene and Industrial Medicine. 
Duties : Supervision of the Division of Industrial Hygiene. 
surveys of health eonditions in industry, medical examination 
of persons engaged in industry and ancillary duties. Appointees 
will be eligible, subject to medical fitness, to contribute to the 
State Superannuation Fund. First-class shipping fares of 
appointee and family to Sydney will be paid. 

Applications (4 copies), setting out name, 


Llandrindod Wells). 


age, qualifications, 


LANCASHIRE COUNTY COUNCIL. Divisional Medical 


OFFICER required for Health Division 15, Eccles. Applicants 
must be medical practitioners holding D.P.H. or equivalent 
qualification and with administrative experience. Will be 


required to act as Medical Officer of Health to County Districts 


within the Division where they so desire. Basic salary £1300— 
£50-£1700, with substantial increase if appointed Medical 
Officer of Health to 1 or more County Districts. Appointment 


superannuable and subject to passing medical examination. 

Full particulars and application forms from County Medical 
Officer (Serial No. 49), East Cliff County Offices, Preston, 
returnable by 26th April, 1955. 


General Practice 
For an Executive Council post (England and Wales) apply on form E.C.164 
obtainable from the council. Mark envelope ** Vacancy. 
MOORENDS, near DONCASTER. Applications are 
invited for a general medical practice VACANCY in rural mining 








area. List at present approximately 2800. Modern dwelling 
house and separate surgery accommodation available for 
purchase. Apply on Form E.C.16Aa to the undersigned, from 


whom further particulars and forms may be obtained. Closing 
date for applications 18th April, 1955. 

C. H. STABLER, Clerk, 
West Riding Executive Council. 
Yorks. 


Yorkshire 
5, St. John’s-north, Wakefield, 


Hospital Services : Non-Medical Appointments 


HERTFORD COUNTY HOSPITAL, Hertford, Hertford- 
SHIRE. (173 Beds. 20 miles from London.) App lications are 
invited for the post of MEDICAL LABORATORY TECH- 
NICIAN who must be qualified and well experienced in patho- 
logical histology. Whitley Council salary and conditions of 
service. 

Apply, giving details of age, qualifications, experience, and 
names of 2 referees, to the Hospital Secretary. 


Miscellaneous 
To non-professional posts the Notification of Vacancies Order 1952 applies. 


Plastic Surgeon wanted, well qualified and trained, who 
would be interested in immigrating to the United States and 
taking out citizenship papers. To be associated with a large 
mid-western plastic surgery Clinic. Guaranteed minimum of 
$10,000 per year net. For right person, $25,000 net income with 
2—3 years is assured. Must spenc 6 months in Rotating Interne- 
ship to fulfil requirements for State Laws. Private practice 
devoted entirely to plastic surgery—growing rapidly. Senior 
partner retiring. Write all particulars, including references and 
type and extent of general surgical training and when you would 
be available.—Address, No. 105, THE LANCET Office, 7, Adam- 
street, Adelphi, London, W.C.2. 

American Pathologist, certified by the American Board 
of Pathology, serving 250-Bed general hospital and County 
laboratory, is interested in exchanging positions for a 6-month 
period with * British Pathologist having similar situation.— 

Address, No. 118, THE LANcET Office, 7, Adam-street, Adelphi, 
London, W.C 

Parke, Davis @ Company Limited, require a medical man 
not over 40 with some literary ability for their Medical Service 
Department. Duties will include medical correspondence, 
compilation and editing of literature, and in due course some 
lecturing. The post is progressive and pensionable. The 
commencing salary will be not less than £1000 p.a., depending 
on knowledge and ability. Apply in first instance for application 
form to Personnel Manager, Parke, Davis & Company Limited, 
Staines-road, Hounslow, Middlesex. 

Consulting-rooms, full and part time, and Houses in the 

















medical area.—ELGoop & Co., 1, Bentinck-street, W.1 
(WELbeck 8974). oa» 7 
Present Tenant of rooms in Medical Area, West End, 
2 Licences available, wishes to contact anyone interested in 
sharing. Jery reasonable rent. Radiographic and Electro- 
eardiographic Services available.—Address, No. 119, THe 
LANCET Office, 7, Adam-street, Adelphi, London, W.C.2. 
Austin. The New Show Models A.30, A.40, A.50 and A.90. 


Limited number of deliveries to proven essential users.— Applica- 
tion form, brochures, easy terms from Austin House, 140-144, 
Golders Green-road, Golders Green, London, N.W.11 
Typewriting and Duplicating. First-class work at moder- 
ate prices by experienced medical typists.—Sypm Rane, 21, 
Heath-street, Hampstead, London, N.W.3 (HAM. 5329/0504). 
Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE LYp., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work 

“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 


service. Send specimen of urine and £1 Is. fee. Hematology, 
Biochemistry, Flame Photometry.—WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.1 


(MUSeum 5386-7). 
Family Planning Association. 

Sub-fertility Centre. Investigation and advice on treatment of 
sub-fertility ae. Patients accepted only through doctors, 
hospitals and clinics. 

Pregnancy Diagnosis. Specimens of urine accepted for testing 
(Hogben Test) from doctors, hospitals and clinics anywhere. 
Results available within 24 hours of receipt of specimen. 

Telephone or write for details : Family Planning Association, 








with other relevant particulars, and 4 copies of any supporting 64, Sloane-street, London, S.W.1 (SLOane 9112). 
documents, should be lodged at the Office of the Agent General Microscopes. Highest prices paid for good modern types. 
for New South Wales, 56, Strand, London, W.C.2 (from whom Send or nas your equipment for valuation.— WALLACE HEATON 
further particulars can be obtained), by 9th May, 1955. LTp., 127, New Bond-street, W.1. 
PUBLISHED by the PRoprRiETORS, THE LANCET LIMITED, 7, Adam Street, Adelphi, in the County of London. 
52 Printed by HAZELL, Watson & ViINEY, LTD., London and Aylesbury—Saturday, April 2, 1955 
PRINTED IN GREAT BRITAIN—Entered as Second Class at the New York, U.S.A., Office. 
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PAYNOCIL 


OVERCOMES ASPIRIN IRRITATION 








Paynocil is a new, non-irritant, palatable analgesic 





eo 7 

representing a considerable advance in formulation —— 
i o 2% 

among products of its kind. It combines acetylsalicylic | - ia 
and amino-acetic acids in a tablet offering . oils 
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' PAYNOCIL 


the following advantages: 
















tacn TABS 
we 


ANWALGESTC 


% It does not cause gastric irritation. 


% It provides the most palatable and 
convenient form of analgesic 
medication. 


% It disintegrates pleasantly and rapidly 
the tongue ; swallowing with water or chewing 
are unnecessary. 


% An effective dose of aspirin (10 grains— 
0-65 gramme) is provided in one tablet. 


Packaging and Prices: 


Tubes of 18 tablets. Retail price (inc. Tax) 3/2. 
Dispensing packs of 240 tablets. Basic N.H.S. price 27/1. 












LONG TERM, INTENSIVE USE SHORT TERM OR OCCASIONAL USE 

Because of its non-irritant properties It is equally suitable for the occasional 
Paynocil is ideal in the prolonged analgesia required for headaches or 
aspirin therapy necessary in rheumatoid neuralgia owing to its convenience and 
arthritis. acceptability to all patients. 











Formula: each tablet contains: 
Acetyisalicylic acid ........-200- 10 grains (0-65 gramme) 
Manna ae sk. 5. ks in oe 5 grains (0-32 gramme) 


Cc. L. BENCARD LTD BENcARD) PARK ROYAL, LONDON, N.W.10 
Telephone: ELGar 6681 R Telegrams: Bencarlond, Harles, London 
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Against 
Staph, Strep 
and Pneumo 

| / always consider 


ERYTHROCIN 


Highly-active Erythrocin is effective 
against Staphylococci, Streptococci and 
Pneumococci. Less likely to alter normal 
intestinal flora than most other oral 
antibiotics. Gastrointestinal disturbances rare, 


with no serious side effects reported. 


Filmtab Erythrocin Stearate 

provides high blood concentration within 2 hours 

with significant concentration for 8 hours. Average 

adult dose, 200 mg. every four to six hours. Available 
in bottles of 25 and 100 Filmtabs 100 mg. and 200 mg. 

For children Erythrocin Stearate Oral Suspension 


(100 mg. per 5 cc.) in bottles of 60 cc. (2 fl. oz.). 


ERYTHROCIN ance 


(Erythromycin Stearate, Abbott) 


Oftott ABBOTT LABORATORIES LIMITED, PERIVALE, GREENFORD, MIDDLESEX 
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